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This portfolio includes a selection of work completed during the Doctorate of 
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i) The academic dossier consisting of a literature review, an essay, two 
problem-based learning accounts and two summary process accounts 
from the personal and professional learning discussion groups.
ii) The clinical dossier consisting summaries of clinical activity completed 
during the five placements.
iii) The research dossier consisting of the research log checklist, the service 
related research project (SRRP), evidence of presentation of the SRRP, an 
abstract of the qualitative research project and the major research project.
Throughout the portfolio, all identifying material have been changed or removed in 
order to preserve anonymity and confidentiality.
Within each dossier, the work is presented in the order that it was completed in order 
to demonstrate the development of academic, clinical and research skills throughout 
the training programme.
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Literature Review
A Review of the Literature “Unresolved Grief Following Sudden Infant Death 
Syndrome (SIDS)” from a Systemic Perspective
December 2010 
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LITERATURE REVIEW
Abstract
This literature review examines the factors that may complicate the resolution 
of grief following the experience of Sudden Infant Death Syndrome (SIDS), with 
consideration to the systemic conceptualisation of loss. The review was divided into 
two parts. The first part addressed the origins of the title, the search procedure and 
selection criteria for obtaining the literature. The second part reviewed the literature 
pertaining to the experiences of SIDS families, the grief process and the factors that 
may complicate the resolution of grief. Systemic theory was used as a theoretical 
framework for conceptualising loss, including understanding the barriers to family 
adaptation following a SIDS loss. Systemic approaches to facilitating adaptation 
were explored at a theoretical level. The scope for further research was discussed 
with reference to the application of systemic theory to clinical practice.
A Systemic Conceptualisation of Unresolved Grief Following SIDS: Part 1
Sudden Infant Death Syndrome has been a certifiable cause of death since the 
1960’s, used to account for deaths of infants under the age of one year, who have 
died suddenly and unexpectedly and where post-mortem investigation is unable to 
determine the cause of death (Corbin, 2005). Whilst the prevalence of SIDS deaths 
are low, the sudden, unexpected and unexplainable nature of SIDS renders families 
entirely unprepared for their loss and desperately in need of explanations that might 
enable them to make sense of their experience. A common theme throughout the case 
studies of family’s experiences of losing a child through SIDS was their inability to 
adequately resolve their grief. The impact of unresolved grief has serious 
implications for the psychological health and functioning of both individual family 
members and the family as a whole (Baptiste, 1983; Chemus, 1982; DeFrain, 1991; 
DeFrain, Taylor, & Ernst, 1982). Systemic theory proposes that problems exist 
within, and are maintained by, the structural organisation of the family, belief 
systems held by the family and the associated patterns of interaction and behaviour 
within the family (Carr, 2006; Dallos & Draper, 2000). Systemic therapists 
implement interventions aimed to engage the family in a process of adaptation. In the 
case of families who have lost a child to SIDS this involves promoting acceptance of 
their loss, fostering understanding of unique grief reactions, and supporting the 
family to restructure (Baptiste, 1983; Chemus, 1982; Walsh & McGoldrick, 1998).
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This literature review has been divided in to two parts. Firstly, the formulation of the 
question is addressed with acknowledgement of my position in relation to the topic. 
The approach to the literature search is detailed, including operationalised terms, 
inclusion and exclusion criteria and search strategy. The second part adopts a 
systemic theoretical framework to conceptualise loss including understanding the 
barriers to family adaptation. The experience of loss and the grief process following 
SIDS from narrative and case study literature are understood in terms of the systemic 
conceptualisation of loss. Systemically-focussed interventions for unresolved grief 
are described and critically appraised with regards to the significant gaps in the 
research. The scope for further research is discussed with reference to the application 
of systemic theory to clinical practice.
Formulation of the Question
From the outset of this review, I was interested in systemic theory and 
interventions, specifically with regards to the death of a child. However, this topic 
was beyond the scope of this literature review given that there are many forms of 
death, which in turn impact on the experience of loss. At the same time, the plan to 
develop a perinatal service with specialist psychological services was discussed at 
my placement, which prompted focus on infant death. This remained too broad in 
respect the nature of the death, which included miscarriage, death during child birth, 
terminal illness or disability, homicide and accidents. Within the literature, the topic 
of SIDS arose as a unique form of infant death, which can result in extreme 
disruption to psychological wellbeing and family functioning due to the sudden and 
unexplainable nature of this form of loss.
Declaration of Position
My interest in this topic comes, in part, from a personal motivation to 
understand the experience of loss, the potential effects of loss on family systems and 
how interventions can support families to resolve grief, minimising the negative 
impact on both the individual and the family. Whilst I have no direct experience of 
infant death, I have had my own experiences of loss and the significant impact this 
had on the dynamics within my family. As a result of my experience, I come from a 
position of insight into the negative repercussion of unresolved grief, namely family
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breakdown. I have not yet experienced working with bereaved individuals or families 
but I anticipate that I would find this both personally and professionally challenging 
given the emotive and sensitive nature of loss.
Definition of Terms
Within this review, the term ‘grief is used in reference to the emotional, 
cognitive, physiological and social reactions and processes experienced following 
loss. The period of grief and mourning is referred to by the term ‘bereavement’. 
‘Unresolved grief refers to the inability to move beyond the loss experience, 
resulting in relationship difficulties and impairment to functioning. The term ‘Sudden 
Infant Death Syndrome (SIDS)’ refers to the death of an infant within the first year 
of life, which is unforeseen and remains unexplained after post-mortem 
investigation. Within this review some research has addressed SIDS in conjunction 
with ‘perinatal loss’. This term is used in reference to miscarriage late in pregnancy, 
stillbirth and neonatal death, which occurs within the perinatal period (from the 28th 
week of pregnancy through to seven days after delivery).
Inclusion and Exclusion Criteria
Literature specific to SIDS was the predominant focus of this review, 
although it was necessary to include perinatal loss where research papers had 
grouped these experiences. As such, death of older children was not explored. 
Likewise, death resulting from accidents, homicide and terminal or chronic illness 
was not within the remit of this review. Broad inclusion criteria were set for papers 
exploring systemic intervention following infant death, which included both marital 
and family-based approaches. No restriction placed on the date of publication due to 
the limited research available.
Literature Search Strategy
PsychlNFO, PsycARTICLES, JSTOR and Counselling and Psychotherapy 
Transcripts, Client Narratives and Reference Works databases were searched with 
various combinations of the following terms, Sudden Infant Death Syndrome (SIDS), 
Infant Death, Grief, Bereavement, Family Intervention, Family Therapy, Marital 
Therapy, Systemic Interventions, Systemic Therapy. In addition, the library
5
LITERATURE REVIEW
catalogue was searched using Family Therapy, Sudden Infant Death Syndrome 
(SIDS) and Grief, to access books. In total, six books and 13 papers were reviewed. 
The literature included empirical studies, qualitative studies, clinical case studies and 
theoretical material. Furthermore, government statistics were found on the Office for 
National Statistics website with the search term Sudden Infant Death Syndrome.
A Systemic Conceptualisation of Unresolved Grief Following SIDS: Part 2
“All o f  us have heard how one event or another will turn a person’s life 
around and how a tragedy will disrupt the lives o f  many people. With little or no 
warning the lives o f  several people can be changed, overturned or redirected 
because o f  one fateful event. This is exactly what happened to my wife, family, 
friends, and me on a Sunday three months ago. In a matter o f  seconds our cheerful, 
gay vacation supper turned into a tearful struggle to bring life back into our young 
daughter’s body. ” (ANebraska Father, DeFrain et al., 1982, pp 23)
The birth of a baby requires families to adjust, as each member acquires a 
new identity and role in relation to the arrival of a new family member. For the 
majority of families, each member has an investment in caring for and nurturing the 
infant. For example, parents’ identity and routine becomes focussed on meeting the 
needs of the baby, even social networks may begin to change. Siblings may be told 
that they will have a role in helping their parents’ to care for their new baby brother 
or sister. Despite months of preparation for the new addition to the family the change 
can be difficult, but in many cases support networks come together and. the family 
adjusts. The first year can be challenging, which for some is filled with new 
experiences, but hopes and plans begin to form with the expectation that the family 
will develop. In time the family stabilises as roles and routines become established 
and change occurs in a more progressive manner.
The sudden and unexpected death of a baby through SIDS is profoundly felt 
by the entire family system. The structures and roles within the family that were in 
the process of change or had recently adapted with the addition of the infant to the 
family, are once again required to adjust when a baby abruptly dies (Dyregrov & 
Dyregrov, 2008). In the case of SIDS two factors are important to the grief 
experience. Firstly, the length of time the child has lived. The literature indicates that
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this may be associated with the formation of more intense bonds with the infant 
(Dyregrov & Matthiesen, 1987). In addition, it may contribute to the intensity of 
secondary loss, such as, loss of role as a parent, loss of routine and loss of hopes and 
expectations for the child and the family (Carr, 2006). Secondly, the suddenness of 
the death was linked to unanticipatory grief and the inability to prepare for the loss 
(Dyregrov & Matthiesen, 1987).
Introduction to the Systemic Conceptualisation of Loss.
The expression and experience of grief is a highly individual process. 
However, an individual exists within complex interacting systems in which an 
individual may influence others and be influenced by others (Gilbert, 1996). 
Conceptualising loss from a systemic perspective enables consideration to the 
processes within the family unit that promote or hinder adaptation, which may lead 
to unresolved grief and dysfunction within the family unit. For some, loss can 
compromise the family connection and impair the family’s resilience to cope with 
further crisis, particularly when the family is unable to adapt following the loss (Carr,
2006). For others, loss may become an opportunity to grow closer as the family build 
supportive relationships, and for the family to develop a new structure (Dyregrov & 
Dyregrov, 2008; Walsh & McGoldrick, 1998).
Factors Underlying the Process of Adaptation Following Loss.
Systemic theory conceptualises three interrelated factors that influence the 
process of adaptation to loss. Specifically, a family’s ability to adapt will depend on 
the level of awareness and understanding family members have about how the loss 
has impacted on the family belief systems, the manner in which they communicate 
and the family organisation.
Belief systems within the family are developed through the family history, 
cultural connections and religious beliefs. Belief systems underlie the patterns of 
communication and behaviour and the structural organisation of the family unit 
(Walsh & McGoldrick, 1998). With regards to grief, belief systems within the family 
may influence the expression of grief, the approach to coping, the length of the 
grieving process and the rituals related to death (Walsh & McGoldrick, 1998). 
However, the experience of loss and the process of adaptation can also modify belief
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systems within the family (Walsh & McGoldrick, 1998). Specifically, a family’s 
ability to formulate new belief systems may be hindered by preoccupation with 
previous events and experiences (Carr, 2006).
Communication is integral to the adaptation process as it promotes shared 
understanding of the experience grief for each member of the family, thus limiting 
misinterpretation about the grief response and misinformation about the nature of the 
loss (Dyregrov & Dyregrov, 2008). Shared understanding and discussion about the 
needs of each individual and the family as a whole fosters support and facilitates 
discussion about change in roles, routine, beliefs, patterns of communication and 
behaviour that presently characterise the family dynamics (Walsh & McGoldrick, 
1998).
Family organisation refers to the structure of the family and patterns of 
relating to each other, which are understood in terms of flexibility and cohesion. 
Flexibility within the family structure is related to rules, roles and boundaries, which 
are thought to be problematic if they are either too rigid or disorganised (Walsh & 
McGoldrick, 1998). Rigid family structure is inflexible and cannot accommodate 
change, thus hindering the family’s development and adaptation. Conversely, a 
disorganised family structure lacks stability and continuity, and change may occur in 
a chaotic manner. Cohesion reflects emotional bonding and independence within the 
family, with difficulties arising from patterns of enmeshment or disengagement 
(Aadalen, 1980; Walsh & McGoldrick, 1998). An enmeshed family experience 
difference within the family as threatening and may stifle significant attempts by 
individual members of the family to promote change to the structure. In contrast, 
disengaged families lack unity, cannot mutually support one another or function 
collectively, thus hindering mutual investment in adapting. Following loss the way in 
which a family organises itself commonly becomes fixed as change and restructuring 
are avoided due to difficulty tolerating any further loss, accepting the death or 
moving on (Hare-Mustin, 1979; Worden, 2001).
LITERATURE REVIEW
Unresolved Grief Following SIDS
From this point the literature specific to SIDS is reviewed and evaluated. The 
nature of grief and the factors complicating the resolution of grief following SIDS 
will be discussed before describing and evaluating the systemic approach to 
intervention.
Research on the parents’ experience of infant death suggests that grief is a 
non-linear process characterised by a range of emotional reactions that are ‘normal’ 
and functional, including intense shock, depression, anxiety and anger, which may 
take years to resolve (Dyregrov & Dyregrov, 2008; Wing, Burge-Callaway, Rose 
Glance, & Armistead, 2001). In a research paper utilising psychometric measures to 
compare the grief reactions of 117 parents one to four years following stillbirth, 
neonatal death and SIDS, Dyregrov and Matthiesen (1987) found that SIDS deaths 
resulted in both parents experiencing more symptoms of anxiety, anger, sleep 
disruption and disturbing intrusive thoughts. In some cases, the grief reaction 
develops into unresolved grief. Unresolved grief is characterised by an inability to 
move beyond the loss experience and think about the future, difficulties with forming 
and maintaining relationships and impairment to functioning due to intrusive 
thoughts and avoidance of reminders (Swan & Scott, 2009). However, caution is 
required when assessing grief processes to avoid pathologising a grief process that is 
reasonable for the individual concerned, in a given context and with respect to their 
cultural values (Dyregrov & Dyregrov, 2008).
In a significant paper detailing six case studies of couple therapy following 
the experience infant death due to SIDS, Baptiste (1983) identified several common 
themes that may have contributed to the couples inability to resolve their grief and 
adapt to their loss. Interestingly, all the couples had sought therapy some years after 
their loss and for difficulties which were not immediately or directly attributed to 
their loss, including impotence, alcoholism and marital breakdown. Baptiste’s 
research provided detailed and valuable clinical material about the needs of families 
that present to services with unresolved grief, as well as approaches to intervention. 
Although issues of reliability and generalisability are acknowledged as potential 
limitations of this research, the themes identified by Baptiste were consistent with 
other qualitative literature (DeFrain, 1991; DeFrain, Taylor, & Ernst, 1982). This 
research used thematic analysis of open ended questionnaire information to examine
9
LITERATURE REVIEW
the experience of SIDS families (DeFrain, 1991; DeFrain et al.,1982). Data was 
collected across various states of America in three studies, spanning a five year 
period. The questionnaire was piloted and critiqued by professionals to enhance the 
validity of the measure. However, adaptations to the questionnaire over the three 
studies, may limit consistency in the data and, therefore, have implications for the 
thematic analysis of the whole data set.
The themes of inadequately addressing grief, blame and guilt, and 
incongruent grief in couples were identified in both the qualitative research and the 
case study literature as key factors in the development of unresolved grief. The 
themes will be explored further below with specific reference to systemic theory.
Inadequately addressing grief.
“Thirty-seven years have passed and until four years ago I  was not allowed 
to talk about it. Not to my husband and family or friends. ” (A Missouri Mother, 
DeFrain et al., 1982, pp. 3)
Attempts by individuals to prematurely resolve, delay or avoid grief, often 
prolong the process and were related to subsequent mental health problems and 
dysfunction or disruption to the family unit (Baptiste, 1983). It was found that 
families often attempt to avoid or prematurely resolve their grief, such as moving 
away from the home and the area inhabited at the time of the loss (Baptiste, 1983). In 
a further clinical case study of couple’s therapy following losing a baby due to SIDS, 
Chemus (1982) found that the couple used repetitive patterns of behaviour to avoid 
emotional discussions of their loss, by initiating conflict.
In a chapter addressing family dynamics and grief, Worden (2001) highlights 
that couples with other children avoided expressing intense emotions in an attempt to 
maintain a stable environment and shelter their other children from the loss. He 
commented that whilst parents intention was to protect their surviving children, 
adopting such a role within a family who was grieving may result in the surviving 
children’s need to express their grief being hindered or overlooked (Worden, 2001). 
Furthermore, Worden (2001) suggested that avoidant patterns of grieving were 
common in families with low emotional integration, for whom, communication was 
difficult and expression of emotion was devalued. From the literature, and
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theoretically, it is apparent that all members of the family system need to address 
their grief, however, a current limitation of the research is that it remains unclear 
how to effectively include all family members in the therapeutic work, particularly 
children.
Blame and guilt.
I  hated him and blamed him... my husband never said in so many words, nor 
did I, but we both became distrustful o f  each other” (An Illinois Mother, DeFrain et 
ah, 1982, pp. 2)
Because of the unexplainable cause of death in cases of SIDS parents often 
need to attribute blame or accept responsibility for their loss. The unforeseen nature 
of SIDS leaves parents with questions about what happened and if anything could 
have been done to prevent the death, however, they rarely obtain satisfactory answers 
(DeFrain et ah, 1982). In case study literature of the experience of SIDS loss, parents 
describe ruminating on the factors that may indicate their sense of responsibility for 
the infant’s death including, placing the baby on their front to sleep and not checking 
the baby in the night (Baptiste, 1983; Chemus, 1982; DeFrain, 1991; DeFrain et ah, 
1982). The self-reproach and attribution of blame to others can have implications for 
the dynamics in relationships, for example, increased conflict, withdrawal, splitting 
within the family unit and decreased social support (Baptiste, 1983). Furthermore, 
Baptiste (1983) found that parents who self-blame or who direct blame at one 
another tend to experience doubts about their ability to parent other children and 
were fearful that other children might die in their care. Warland, O’Leary and 
McCutcheon (1980) described parents’ experience of a paradox, in which they 
wanted to be emotionally close to their surviving children, however, withdrew due to 
fear of potential consequences, including experiencing further loss.
Blame and guilt following the loss of a child through SIDS also has 
implications for the ways in which individual roles are viewed within the family 
structure. For example, in family structures where the mother was identified as being 
primarily responsible for the care and well-being of an infant who dies of SIDS, the 
mother may feel that she has failed in fulfilling the responsibility of her role and be 
attributed blame by other members of her family. This pattern of blame resulted in
11
LITERATURE REVIEW
parents either withdrawing from their relationship with their children or taking on a 
more overprotective role (DeFrain et al., 1982).
Incongruent grief in couples.
Incongruent grief refers to individuals in relationships experiencing different 
grief reactions and adopting different coping strategies (Gilbert, 1996). The research 
would suggest that people grieve in different ways. In a qualitative study of 127 
family’s experiences of SIDS, 85% of couples reported a different grief reaction to 
their partner (DeFrain, 1991). The difficulties arising from incongruent grief in the 
context of relationships were proposed to reflect the assumption between couples that 
sharing the loss of their child results in experiencing the same grief reaction (Gilbert, 
1996). Case study research of SIDS families suggest that couples had difficulties 
understanding and accepting their partners grief reactions and coping strategies, 
when it was different to their own (Baptiste, 1983). Furthermore, gender differences 
have also been found. Research revealed that mothers experienced more intense 
distress in the form of depression and anxiety symptoms, somatic complaints and 
intrusive thoughts, utilising more expressive coping strategies and support from 
others (Gilbert, 1996; Wing et al., 2001). In contrast, fathers were more likely to 
deny the emotional impact of the loss and grieve in a more private and controlled 
manner (Gilbert, 1996; Wing et al., 2001).
The grief process is proposed to depend on the beliefs and values held by the 
individual, which may or may not be shared by the family system, regarding the 
meaning of the loss, the approach to coping and the future of the family. Unshared 
belief systems and incongruent grief can lead to conflict and isolation, which may 
compromise feelings of security and trust within relationships (Swan & Scott, 2009). 
When experiencing differential grief, couples struggle to provide and receive support 
due to a lack of understanding about each other’s experience and means of coping 
(Koocher, 1994). Couples may find themselves in a double bind, in which the loss of 
their child has both created a profound connection and an estrangement in their 
relationship. The outcome of this situation may depend on the relationship prior to 
the loss and the couple’s capacity to adapt (Worden, 2001). However, differential 
grief can be a helpful process for establishing a reciprocal relationship of offering
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and receiving support in couples where the difference is understood and respected 
(Dyregrov, & Dyregrov, 2008).
Systemic Theory Guiding an Approach to Working with Unresolved Grief
From systemic theory and research, unresolved grief confronts families with 
three key challenges that need to be addressed; recognising and accepting the loss; 
sharing individual loss experiences and reorganisation of the family and reinvestment 
in a new family identity. Systemic interventions aim to support families to 
collaboratively address these challenges in order to help reduce the impact of 
unresolved grief on the family unit.
Recognising and accepting the loss.
Accepting the reality of the loss, processing strong emotions and recognising 
the individual family member’s unique experiences were proposed to be important 
processes when designing systemically-focused interventions (Baptiste, 1983; 
Dyregrov & Dyregrov, 2008; Walsh & McGoldrick, 1998). In order to help the 
family to recognise and accept the loss, interventions should contain accurate 
information about the nature of SIDS, be able to challenge myths about the death, 
discuss blame and enable the family to begin to recognise and comprehend their loss 
(Baptiste, 1983; Walsh & McGoldrick, 1998). Furthermore, acceptance of the loss 
may require the family to engage in rituals, such as visiting the grave, to shift the 
family from avoidance to beginning to confront their loss (Walsh & McGoldrick, 
1998). DeFrain (1991) described the importance of families asking questions and 
seeking answers in the process of accepting loss, particularly questions about why 
the death occurred and why members of the family grieve differently. As such the 
process of accepting loss also involves recognising, accepting and tolerating different 
grief experiences within the family unit (Gilbert, 1996; Walsh & McGoldrick, 1998).
Sharing individual loss experiences.
Open communication is required to ensure that individual’s experience of 
loss are shared and understood amongst the family (Gilbert, 1996). Families who 
have experienced a SIDS loss and who are able to communicate openly should be 
able to begin a process of collectively constructing new narratives about themselves
13
LITERATURE REVIEW
and their relationship with other family members. This may include exploration of 
the family’s belief system before and after the death of the infant, enabling them to 
reflect on and jointly create meaning in relation to the death which, in part, is 
consistent with the family’s values and history (Walsh & McGoldrick, 1998). 
Through interventions that aim to facilitate recognition, acceptance and 
understanding, the family may begin to overcome isolation as they develop the 
capacity to effectively communicate and support each other.
Reorganisation and reinvestment.
Reorganisation of and reinvestment in the family unit are processes specific 
to the family structure, which involve establishing and committing to a new family 
identity (Baptiste, 1983; Walsh & McGoldrick, 1998). Death disrupts the family’s 
homeostatic balance as roles, routines and typical patterns of interaction and 
behaviour are dramatically and rapidly changed by the experience of grief (Dyregrov 
& Dyregrov, 2008). Problems arise from families maintaining a family structure that 
is no longer functional (Walsh & McGoldrick, 1998). Interventions intended to 
facilitate a process of family development through restructuring, include reallocating 
roles and abandoning roles and routines that are no longer functional, for example 
daily visits to the nursery several years after the death (Carr, 2006). At this stage it is 
important that the therapeutic intervention fosters cohesion and flexibility within the 
family, which is essential to adaptation (Walsh & McGoldrick, 1998). However, this 
process must progress at an appropriate rate, as rapid attempts at resolution may 
further perpetuate problems within the family. Furthermore, moving forward may be 
threatened by situations and events that reawaken the grief, such as anniversaries. 
Supporting the family to prepare for such events will serve as an important part of 
the intervention.
Limitations of Systemic Theory and Intervention in Relation to SIDS
The research examining the experience of families and the difficulties they 
experience adapting to the loss of an infant suggests that a systemic theoretical 
orientation and systemically-focused interventions are conducive with the needs of 
grieving families. For example, it was found that the grief process was more positive 
when partners discussed their personal experience of loss and expressed their
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emotions (Chemus, 1982). Furthermore, research suggests that support was 
important for reducing the distress associated with loss and promoting family 
adaptation, and the importance of mobilising support is stressed within the systemic 
approach (Callan & Murray, 1989; Wing, et ah, 2001). However, there are 
significant gaps in the research, particularly examining the therapeutic process and 
evaluating systemically-focused interventions following SIDS.
The research obtained for this literature review was largely case studies, 
which provided detailed clinical information about the difficulties faced by the 
families following SIDS and the subsequent intervention, which appeared to be 
effective (Baptiste, 1983; Chemus, 1982). Despite the theoretical model proposing 
the far reaching implications of loss on the family system, all cases studies were 
based on couple interventions. Consequently, there is no information regarding 
alternative therapeutic approaches, such as multi-family group interventions, or the 
therapeutic process with wider ‘family’ involvement, in particular other children, 
who the research suggests are at risk of having their needs neglected in the grief 
process (Worden, 2001). Moreover, within the SIDS literature, the research was 
focused on married couples, thus raising questions about the applicability to other 
family configurations. Applicability to diverse cultural groups is also neglected in the 
research, as all the available research was conducted in Australia, Europe and North 
America, with minimal representation of other cultures (Badenhorst & Hughes, 
2007; Wing, et ah, 2001). This may reflect difficulty recruiting more diverse groups, 
nonetheless, issues of diversity were rarely recognised or reflected upon.
Minimal research and the reliance on case study findings, highlights the 
significant neglect of research addressing the effectiveness and viability of 
systemically-focused interventions with respect to unresolved grief following SIDS. 
Whilst it is recognised that the field of SIDS deaths is a narrow topic area, during the 
process of the literature search little research had been conducted exploring or 
evaluating systemically-focused interventions following unanticipated loss more 
generally. Case study research has limited generalisabilty beyond the specific cases 
used due to the in-depth focus on specific examples, which is intrinsic in the 
approach. This emphasises the need for further research utilising a range of methods 
to examine the therapeutic process, including access to treatment, presenting 
difficulties following loss and approach to intervention, which may extend the
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research already acquired from the case study literature. Furthermore, in the present 
climate of evidence-based practice and pressure to be efficient and effective in 
delivering therapy which meets the needs of clients and employing bodies, it is 
becoming increasingly important that evaluative research is conducted. Despite a 
significant body of early research which was influential in developing systemic 
theory, the lack of research with respect to systemic interventions and evaluation was 
explained by Dallos and Draper (2000) as arising from the tendency of systemic 
therapists to distance themselves from standardised research methods. This may have 
developed due to the perception that research and practice had distinct and separate 
purposes and/or past restricted views with regards to accepted forms of research. 
However, it is also suggested that the topic of death is commonly avoided by 
therapists, particularly in the field of family therapy, resulting in a failure to 
recognise and treat grief related issues and a subsequent focus on interventions 
directed at secondary problems (Paul & Paul, 1982, cited in Walsh & McGoldrick, 
1998). This has significant implications for clinical practice, particularly where 
interventions are insufficiently researched and evaluated since there would be limited 
clinically relevant material to guide practice.
Application to Clinical Practice
From conducting this literature review, I have become more aware of the 
needs of individuals and families presenting to services with grief-related difficulties. 
The literature and theoretical model has demonstrated the approach and merits of 
systemic assessment and intervention, and I acknowledge and value the opportunity 
to look beyond the individual’s presenting problem to address wider difficulties 
within the wider family system.
As stated in the declaration of position, I consider grief and loss to be 
presenting problems that I would find personally and professionally challenging in 
my clinical practice. For me personally, the reflection that therapists avoid the topic 
of death was poignant and has highlighted the importance of acknowledging and 
addressing areas that I find personally challenging in order to minimise the potential 
influence on therapeutic work with clients. As such, through this review I have 
become more aware of my own needs, with regards to support and supervision in 
areas of my clinical practice that are challenging.
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Furthermore, reflecting on the process of conducting this review has 
highlighted the challenges of evidence-based practice when faced with insufficient 
research to guide interventions. Whilst it is possible to innovatively apply previous 
clinical experience, intuition and literature from other related difficulties to inform 
clinical work, there is also a need to be aware of the shortcoming of such strategies. 
Namely, that there is no evidence to suggest the interventions would be appropriate, 
viable or effective for the presenting problems. Consequently, this highlights the 
importance of evaluating practice at both a service level and through more robust 
research, to develop interventions and guide further research.
Conclusion
Adopting a systemic perspective enables the death of an infant through SIDS 
to be understood as an event that has a profound impact on the entire family and each 
individual member of the family unit. From a systemic perspective, difficulty 
resolving grief and adapting following loss are related to the family structure and 
belief systems and patterns of communication within the family system. Specifically, 
families may become stuck in former roles and routines which are no longer 
functional, due to avoidance of accepting loss, lacking the necessary skills or insight 
to enact change or fear of secondary loss associated with changing identity, roles and 
routines. The unanticipatory and unexplainable nature of SIDS further complicates 
that grief processes for families as there is no opportunity to prepare for change or 
begin the adjustment prior to the loss. Theoretically, systemically-focussed 
interventions aim to support the family to adapt and develop through the process of 
acceptance, recognition, reorganisation and reinvestment. However, the approach to 
intervention, and effectiveness, suitability and practicality of such methods are 
poorly understood due to inadequate research addressing therapeutic process and 
evaluation in the field of systemically-focussed interventions following SIDS, or 
even other forms of unanticipated loss. This literature review therefore highlights the 
need for further research, which adopts a range of methods, to evaluate and develop 
this approach.
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Professional Issues Essay
What are some of the issues in assessing the outcomes of interventions for with 
people with learning disabilities and their support staff/carers? Discuss with 
some specific clinical examples, such as challenging behaviour, emotional
problems etc.
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Statement of Position
At the point of writing this essay I was undertaking my learning disability 
clinical placement. I predominantly worked with staff teams that had referred clients 
with challenging behaviour. In accordance with recommended practice, I utilised 
systemic ways of working to make changes in the support system around the 
individual (Royal College of Psychiatrists, British Psychological Society, & Royal 
College of Speech and Language Therapists [RCP, BPS, & RCSLT], 2007). 
However, I rarely formally evaluated my interventions due to the complexities of 
measuring outcomes when working indirectly in this therapeutic model. In addition, 
my use of outcome measures was limited by various practical issues, such as the 
availability of measures at the service in which I worked and the time required to 
utilise measures with clients and/or systems. My experience on this clinical 
placement has influenced my approach to answering this essay question. To enable 
me to illustrate issues with assessing outcomes in this client group I have used 
examples from my clinical practice. Parts of this essay are therefore written in the 
first person.
Introduction
People with learning disabilities are commonly dependent on others. Because 
of this, systemic ways of working with clients and their family and/or carers are 
commonly utilised as therapeutic interventions (Kaur, Scior, & Wilson, 2009; 
McBrien & Candy, 1998). Assessing the effectiveness of these interventions is 
complicated by the range of possible outcomes to measure, the range of perspectives 
to consider and the limited measures available that are appropriate for these 
interventions. Generally, the limited availability of measures suitable for people with 
learning disabilities is a significant barrier to the routine use of outcome measures to 
evaluate psychological interventions (Young & Chesson, 2005). Moreover, many 
outcome measures adapted and developed for people with learning disabilities have 
significant methodological issues that limit their reliability and validity (Finlay & 
Lyons, 2002). Therefore, this essay will begin by exploring issues specific to 
systemic interventions, with consideration to issues regarding what outcomes to 
measure when evaluating interventions. These issues will be related to clinical 
practice using examples of systemic interventions with residential staff teams
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supporting client’s with challenging behaviour. Consideration of the practical issues 
with measuring outcome will also be addressed, specifically availability of time and 
resources. Finally, methodological issues which limit the reliability and validity of 
outcome measures for people with learning disabilities will be explored, with 
reference to specific outcome measures for assessing emotional difficulties.
Issues with Measuring Outcomes of Systemic Interventions
Deciding what to measure. The systemic perspective locates ‘problems’ in 
the system around the individual rather than the individual being the source of the 
problem (Dallos & Draper, 2010, pp. 31). Therefore, systemic ways of working seek 
to change the ways in which the system functions. In light of this focus, outcome 
evaluations of systemic interventions need to account for both first-order and second- 
order change (Sprenkle & Moon, 1996). First-order change refers to reduction of 
symptoms and can be evaluated using a range of standardised outcome measures or 
behaviour frequency counts which are considered to be reliable indicators of change 
(Sprenkle & Moon, 1996). However, first-order change measures may not take into 
account the subtle shifts in beliefs and ways of relating that are central to systemic 
ways of working. Therefore, only assessing first-order change to evaluate the impact 
of systemic interventions may be inadequate. For example, in consulting with a staff 
team where the behaviour of a client increased the risk of a placement breaking 
down, the focus of the intervention was not necessarily to change the behaviour of 
the client, but to instil in the staff team a greater understanding and empathy for a 
client’s challenging behaviour. By working with the staff team in this way their sense 
of competency to manage the challenging behaviour was increased and the risk of 
placement breakdown was reduced, without any noticeable change to the client’s 
behaviour. Second-order change accounts for differences in the way people relate to 
one another as part of a system (Sprenkle & Moon, 1996). Assessments of second- 
order change tend to rely more on qualitative reports, and therefore, cannot be 
assessed with the same degree of reliability as standardised measures that are used to 
assess first-order change. Hence, in working with this client group it is crucial to 
measure both levels of change when assessing the effectiveness of therapeutic 
interventions.
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Measures of systemic change. The Unified Approach document highlighted 
the need for systemically-orientated outcome measures to be developed for 
challenging behaviour in people with learning disabilities (RCP, BPS, & RCSLT,
2007). In response to this recommendation a number of systemic outcome measures 
for families have been or are being developed. Baum, Scior and Walden (2008) have 
developed the Systemic Therapy Evaluation Questionnaire (STEQ), which includes 
an adapted version of the questionnaire for people with learning disabilities. Open- 
ended questions and scaling techniques are used to explore the problem and the 
impact it is having on the family. At the end of therapy, the perception of the 
problem and the impact are measured again, as well as, measuring perceived change 
and new skills developed. The STEQ can be completed by all members of the family 
involved in the therapy and the therapists. The adapted STEQ for people with 
learning disabilities uses larger text and shorter simplified questions. However, 
Baum and Walden (2006) acknowledge that further developments in the STEQ are 
necessary to increase inclusion of people with learning disabilities. For example, 
open-ended questions are only suitable for clients with reasonable receptive and 
expressive language, whilst those with expressive language deficits require a more 
directive approach or a less language driven method to eliciting their views.
A measure for evaluating the impact of therapeutic interventions for people 
with learning disabilities and their support networks is currently being developed, 
called the SCORE15 (Stratton, Bland, Janes & Task 2010). The benefit of this 
measure is that it designed for everyday systemic practice. Specifically, it is short, 
applicable to a range of presenting problems and can be used when working with 
individuals, couples or families. The questionnaire is a self-report measure of 
second-order change in family functioning. The first part of the measure comprises a 
5-point likert scale and open-ended questions to elicit views about their family. The 
second part of the measure comprises open-ended questions and scaling techniques 
to explore the problem, the impact it is having on the family and the desired /actual 
change after therapy. At this stage it is unknown how the authors plan to adapt the 
SCORE15 for people with learning disabilities, since the adapted version is not yet 
available. However, I think that it would be positive if the authors of the adapted 
SCORE15 developed ‘accessible’ versions to be completed by all members of the 
system, regardless of intellectual functioning. There is no clear rationale for why
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systemic evaluations would need to use ‘learning disabled’ and ‘non-learning 
disabled’ versions of the same measure. In my opinion, it would be valuable to have 
the same measure which is completed by all members of the system. This would 
demonstrate that communication needs to occur at a level which is understood by all 
parts of the system. Moreover, using a single measure may minimise the likelihood 
that the person with a learning disability feels different or excluded.
Systemically-oriented outcome measures are in the early stages of 
development and there are many areas in which the work could be expanded. The 
aforementioned measures are applicable to interventions with individuals, couples or 
families. As such, they are not suitable to evaluate systemic ways of working with 
clients and staff teams. This is a significant limitation of the measures currently 
available, as adults with learning disabilities may be living in residential settings. 
Consequently, future measures would benefit from being flexible enough to 
accommodate outcome evaluation of interventions with any system. In the absence 
of appropriate measures, systemically-oriented practitioners evaluate their practice 
by engaging in conversations with clients about what in the sessions has been 
helpful/ unhelpful and how they feel about the progress towards change. In addition, 
systemically-oriented practitioners use goal setting and incident counts of the 
occurrence of behaviours consistent with the systems identified therapy goals, for 
example, the family arguing less or the couple doing more activities together 
(Daynes, Doswell, Gregory, Haydon-Laurelut, & Millett, 2011). However, goal 
setting has been criticised as an approach for people with learning disabilities 
because the power imbalance in the therapist-family/carer-client relationships may 
result in goals that are biased towards more powerful members of the system (Skelly, 
2011). Care is therefore required to ensure goals are set collaboratively.
Multiple perspectives regarding important outcomes. Baum (2006) 
proposes that psychologists must exercise caution when working with people with 
learning disabilities to avoid using their power to measure more than is necessary. 
The evaluation of systemic outcomes can be challenging due to need to incorporate 
multiple and potentially diverse perspectives into the measurement of outcomes. 
Different stakeholders, such as managers, clinicians, families, carers and clients often 
consider different outcomes to be important (McCartney & Brown, 1999). In
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evaluating systemic therapy, there is emphasis on conversation which enables 
multiple perspectives of what constitutes change to be acknowledged (Daynes et al, 
2011). It is, therefore, necessary for psychologists to consider how to accommodate 
these potentially diverse perspectives into evaluations.
Current policy emphasises the importance of measuring outcomes that are 
meaningful to service users (Department of Health, 2006). However, some clients 
with learning disabilities are unable to communicate their perspective on meaningful 
outcomes. In such cases, it is necessary to be aware of the power imbalance that may 
develop. Furthermore, within the system there can be differing views regarding what 
changes need to occur, making it challenging to decide what outcomes should be 
assessed. For example, when working with a staff team regarding a client’s 
behaviour, which the team deemed to be challenging, I was faced with managing 
different perspectives on the problem and desired outcomes. In this case, the client 
was non-verbal and I hypothesised that the behaviour was the client’s attempt to 
communicate her unmet needs. From this perspective outcome measures might seek 
to assess changes in the staff team’s empathy, understanding of her behaviour and 
the way they interact with her when she engages in the identified behaviour. In 
contrast, the staff team understood her behaviour as a form of attention seeking and 
wanted behaviour management guidelines that would reduce the incidences of the 
behaviour. For the staff team an outcome measure evaluating the degree of 
behavioural change would seem more relevant. Due to these differing perspectives, a 
significant part of the intervention involved bringing together perspectives and 
deciding collaboratively what best meets the needs of the client in the given 
situation. Only then could the outcomes to evaluate be decided upon.
Practical Issues with Measuring Outcomes in People with Learning Disabilities
Involving the client. It is preferable to access self-report data from clients 
with learning disabilities because symptoms are experienced by the individual and 
are not always observable (Aman, 1994; Baum, 2006). However, frontline 
professionals believe meaningful involvement of the client with learning disabilities 
is not always possible due to clients intellectual impairments and the limited 
availability of appropriate se lf report measures (Aman, 1994; Marshall, & 
Willoughby-Booth, 2007; Young & Chesson, 2005). Typically, clients with learning
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disabilities require more time and support from the clinician to complete outcome 
measures (Gallagher, 2002). For example, many self-report questionnaires for people 
with learning disabilities are designed to be administered in interview format as 
clients are often unable to complete them independently.
Miller, Cooper, Cook and Fetch (2008) conducted research to establish the 
therapy outcomes that were important to people with learning disabilities. They 
found that therapy process and quality of life were the most important outcomes. 
Therapy process factors included being valued and treated respectfully, feeling 
listened to, being given choice, and the staff being reliable and responsive. Quality of 
life outcomes included engaging in meaningful activities, socialising with people, 
feeling safe, and having good health and well-being. Some of the people with 
learning disabilities interviewed by Miller et al. (2008) had either a carer to 
supplement their responses or a carer as a ‘proxy’. However, there are significant 
issues with involving others in facilitating expression of client’s views or 
communicating views on behalf of the client. Specifically, therapy process and 
perceived quality of life are subjective experiences (Keith, 2010). Research findings 
indicate that consistency between the judgements of people with learning disabilities 
and their carers are greatly reduced on subjective aspects of quality of life (Perry & 
Felce, 2002). It is proposed that the client’s ability to communicate their views and 
the relationship between the client and the carer may influence the consistency 
between responses (Keith, 2010). Consequently, there are genuine concerns that the 
reports of proxies may not adequately capture the views of the client (Stancliffe, 
1995). Greater understanding in this area may enable professionals to critically 
appraise the contributions of ‘proxy’ respondents when evaluating therapy outcomes.
Available resources. People with learning disabilities are a heterogeneous 
group and attempting to accommodate their diverse range of abilities with one 
Teaming disability version’ of a standardised outcome measure is unrealistic. In 
addition, it is rare for information to be provided regarding the intellectual abilities 
required to complete measures for people with learning disabilities, making the 
selection of appropriate measures difficult (Smyley & Ellsworth, 1997). Due to the 
limited availability of outcome measures for clients in this population, psychologists 
often devise their own record or feedback forms to gather information (Daynes et al.
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2011), and are skilled at making appropriate adaptations, such as using drawings or 
symbols (Fidell, 1996). However, tools devised by psychologists lack reliability and 
validity data and also take time and resources to create. As resources become tighter, 
team caseloads enlarge and commissioner’s demands for outcome data increase in 
the learning disability sector, it is possible that creative strategies may give way to 
increasing reliance on standardised outcome measures that are not necessarily 
appropriate.
Moreover, there is a lack of consensus amongst professionals working in this 
field regarding which outcome measures to use. The Division of Clinical 
Psychology, Faculty for Learning Disabilities are currently undertaking an evaluation 
of challenging behaviour resources and intend to produce a “menu” of measures to 
increase accessibility. It is noted that the evaluation which is currently underway 
does not include systemic evaluation measures, and as a result they will not feature 
on the “menu” for clinicians. This is a significant oversight as developing the support 
system around the individual is a recommended intervention for people with learning 
disabilities who present with challenging behaviour (RCP, BPS, & RCSLT, 2007). If 
such a “menu” is going to be used to guide clinical practice, it needs to incorporate a 
breadth of measures and be updated regularly to include newly developed measures.
Time constraints. Assessing therapy outcomes for clients with learning 
disabilities is not a simple task and the demands it places on clinicians’ time and 
service resources should not be underestimated. Appropriate, sensitive, reliable and 
valid measures need to be sourced or measures may need to be created. The data 
needs to be collected often with involvement of the clinician, then analysed, 
interpreted and meaning attached to the results. Furthermore, if utilising a systemic 
approach, this process may need to be undertaken for multiple measures completed 
by several people in the system. Hatfield & Ogles (2007) found the most commonly 
reported reason for not using outcome measures were practical barriers, such as time 
constraints, the additional administration involved and the lack of resources. These 
practical constraints are particularly relevant to psychologists working in services for 
people with learning disabilities due to the level of support, slower pace of 
interventions and specialist measures required. Outcome measures therefore need to 
be realistic, in line with the practical constraints to services (Barr, 2011).
28
PROFESSIONAL ISSUES ESSAY
Methodological Issues Limiting the Reliability and Validity of Outcome 
Measures for People with Learning Disabilities
Assumed factor structure. The factor structure of a standardised measure 
explains the relationship between the questions by clustering together questions that 
measure common underlying concepts. The factor structure of measures adapted for 
people with learning disabilities should not be assumed to be the same as the factor 
structure in the original version of the measure (Finlay & Lyons, 2002). It is 
suggested that the factor loadings may differ for people with learning disabilities 
because of variation in their experience of symptoms. Specifically, it has been shown 
that symptoms of affective disorders vary according to the degree of impairment to 
social and cognitive functioning in people with learning disabilities (Sovner & 
Hurley, 1983). However, in the research pertaining to the development of adapted 
outcome measures the factor structure has rarely been examined or reported (Finlay 
& Lyons, 2002). Making assumptions about a measure’s factor structure, which are 
unsubstantiated, affects the accuracy with which results can be interpreted because 
questions may not be linked to the underlying concepts that one would expect.
Question content. Abstract concepts can be difficult for people with learning 
disabilities to understand (Booth & Booth, 1994). Emotions are abstract concepts 
and, as such, measures of emotional difficulties may be difficult for people with 
learning disabilities to understand. In my experience, some clients have developed 
their own terminology to describe their emotional experiences, whereas, others use 
language like ‘depression’ but have a limited or different understanding of the term. 
Consequently, it is important that the client’s emotional intelligence and 
understanding of emotion labels is considered when selecting outcome measures. For 
example, the terms ‘anxious’ and ’nervous’ are used in the Zung Self-Rating Anxiety 
Scale for People with a Mental Handicap (Lindsay & Michie, 1988). These terms 
need to be understood in order to accurately use the measure. In practice, it is 
common for clinicians to personalise the language used in standardised measures, 
particularly when administering the questionnaire in interview format. Whilst these 
adaptations may appear to increase clients understanding, they are not recommended. 
Research suggests that individualised adaptations can simplify the concept being 
measured thus inflating the overall score (Antaki, 1998). Consequently, it is
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recommended that adapted measures for people with learning disabilities are devised 
with rephrasing and probing built into the questionnaire (Antaki, 1998). This can be 
seen on some questions in the Zung Self-Rating Anxiety Scale for People with a 
Mental Handicap (Lindsay & Michie, 1988).
Furthermore, question content can be problematic for people with learning 
disabilities when the measure requires judgments to be made about degree or 
frequency of problems. For example, the Clinical Outcomes in Routine Evaluation 
(CORE) Outcome Measure for People with Learning Disabilities (Marshall & 
Willoughby-Booth, 2007) asks clients to use a 5-point rating scale to report the 
extent that they have experienced each statement on the measure. This type of 
judgment may be unfamiliar to people with learning disabilities. Moreover, cognitive 
impairments are likely to weaken this type of reasoning. Some scales use visual aids 
to facilitate degree or frequency responses, for example the CORE Outcome Measure 
for People with Learning Disabilities uses a ‘boxed histogram’ (a white box turning 
to a black box in incremental stages to indicate the extent that the statement is 
endorsed) (Marshall & Willoughby-Booth, 2007). However, the efficacy of these 
visual adaptations for aiding estimates has not been established (Finlay & Lyons, 
2002). In my experience, people with learning disabilities find making these types of 
judgements anxiety provoking and they appear to worry about giving the ‘right’ 
answer. Despite being given reassurance clients I have worked with have often been 
reluctant to respond with definitive answers and I have therefore questioned the 
accuracy of the results I have obtained using such measures.
Outcome measures also commonly require respondents to make direct 
comparisons between issues in the past and present, or within specific time-frames. 
For example, the CORE Outcome Measure for People with Learning Disabilities 
(Marshall & Willoughby-Booth, 2007) requires clients to respond to the measure 
according to how they have felt ‘in the last week’. This can be difficult for people 
with learning disabilities, who may have difficulty with the concept of time. Booth 
and Booth (1994) suggested that people with learning disabilities find it easier to use 
life events as situational markers of their difficulties rather than time-frames. This 
approach could be used in more informal approaches to examining change, it would, 
however, be very difficult to incorporate into standardised outcome measures.
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Response format. It is common for self-report measures which have been 
adapted for people with learning disabilities to use an interview format. Whilst this 
may enhance responding by allowing the clinician to facilitate understanding, it 
reduces anonymity and privacy which could lead to under-reporting (Finlay & 
Lyons, 2002). However, acquiescence is common in people with learning 
disabilities. This is the tendency to say ‘yes’ to questions regardless of the question 
content. Finlay and Lyons (2002) proposed that common difficulties with response 
format may be minimised if questions are followed-up with open-ended questions to 
elicit examples or ‘I don’t know’ response options are provided. These adaptations 
are rarely found in outcome measures available for people with learning disabilities.
Isolating the outcome of a single intervention. People with learning 
disabilities have higher physical and mental health needs; as a result it is common for 
several multi-disciplinary and interagency interventions to occur simultaneously 
(McCartney & Brown, 1999). Whilst this may be true for psychological interventions 
with other client groups, it is particularly prevalent in the field of learning 
disabilities. When interventions are co-occurring there are significant methodological 
difficulties with delineating the outcomes of individual interventions. Consequently, 
outcomes cannot be assumed to reflect change resulting from any one intervention 
(McCartney & Brown, 1999). This questions the reliability of pre- and post­
measures for psychological interventions.
In such instances, ‘global’ outcome measures that are designed to reflect the 
outcomes of multi-disciplinary working may be more appropriate (Skelly, 2011), 
such as the Health of the Nation Outcome Scales for People with Learning 
Disabilities (HONOS-LD) (Roy, Matthews, Clifford, Fowler, & Martin, 2002). 
However, global measures also have limitations which need to be carefully 
considered. Baker and Daynes (2010) propose that global measures are often applied 
beyond the purpose that they were designed for. The authors provide the example of 
the HONOS-LD, stating that it is often used as a global tool for all clients in learning 
disability services, when it was designed for people with learning disabilities with 
additional mental health needs (Roy, Matthews, Clifford, Fowler, & Martin, 2002). 
In such cases, psychologists should have ethical concerns about using measures 
which are irrelevant to their client’s needs (Baum, 2006). From my clinical
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experience, I am aware that many psychologists are critical about the blanket 
application of outcome measures, because this approach lacks sensitivity to detect 
change and is not tailored to the individual or the intervention. As such, it seems 
there is no clear consensus regarding how to utilise outcome measures when multiple 
interventions are co-occurring.
Conclusion
There are many issues with the assessment of outcomes following 
interventions for people with learning disabilities and their family or carers. Major 
issues discussed in this essay included: (1) what to measure when using systemic 
interventions, (2) practical barriers to routine outcome evaluation and (3) 
methodological limitations with standardised measures and approaches to outcome 
measurement.
Methods for evaluating systemically-oriented interventions for people with 
learning disabilities and their families are in the early stages of development. The 
need for specific measures for evaluating systemic interventions reflects the need to 
capture both first- and second-order change. However, further development is 
required to devise measures that are appropriate for evaluating systemically-oriented 
interventions with staff teams. Likewise, systemic outcome measures would benefit 
from further development with regards to how they include individuals with learning 
disabilities and incorporate potentially diverse perspectives into evaluation.
Outcome measures need to be realistic given practical constraints to services. 
The time required to complete outcome measures and the accessibility of resources 
are significant issues. People with learning disabilities are a heterogeneous group 
with regards to cognitive abilities, and therefore, when it comes to outcome measures 
with this clients group ‘one size does not fit all’. Information needs to be provided 
regarding the cognitive abilities required to use measures, and multiple versions may 
be necessary to capture the diverse intellectual functioning of this client group. 
Reviews and “menus” of available measures may increase consensus about which 
measures to use and improve practical issues associated with researching and 
sourcing appropriate measures. However, reviews and “menus” designed to provide 
guidance for clinicians need to include the range of measures available. Furthermore, 
they should be regularly updated in light of new research and measures.
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Methodological issues with the outcome measures for people with learning 
disabilities, include issues with the question content and response format of the 
measures. Poor outcome measures and approaches to outcome measurement provide 
inaccurate information about symptoms and treatment evaluation. Clinicians that rely 
solely on such measures are at risk of making poorly informed treatment decisions. 
Therefore, it is imperative that measures for people with learning disabilities are 
developed further. In particular, adaptations to measures, such as built in prompting, 
visual aids, simplified rating scales and inclusion of T don’t know’ answers are 
among some of the suggested developments. Furthermore, measures that are adapted 
and developed for people with learning disabilities need more research to 
demonstrate their reliability, validity and sensitivity.
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This assignment is a personal reflective account of my experience of a 
Problem-Based Learning (PBL) exercise conducted as part of a Personal Professional 
Development (PPD) group. This reflection will examine my experience of the PBL 
task through addressing the group process, the approach to the task adopted by our 
group, the learning outcomes and the impact of this experience of my first year 
professional placement.
The Problem-Based Learning Task
Before reflecting on my experience of the PBL task, I feel it is important to 
place this experience in context. The PBL task was introduced as an exercise in 
induction programme, during the first week of the PsychD Clinical Psychology 
training. I recall feeling eager to get started during the induction block because I felt 
that there was little opportunity to apply my learning. I therefore felt relieved by the 
opportunity to undertake a small group task. However, as I learnt more about the 
PBL exercise and experienced my first PBL group meeting, my feeling about the 
task changed. The PBL task involved working within small pre-arranged groups to 
develop a presentation about ‘relationship to change’. I recall feeling overwhelmed 
by the ambiguity of the task and frustrated by the lack of clarity that the facilitator 
was able to provide. When I reflect more on my initial thoughts about the PBL 
exercise, I was hopeful that the PPD groups would offer a forum to build 
relationships with fellow course members. I was therefore annoyed that this 
experience was made so stressful and anxiety provoking by the uncertainty it 
generated, as I felt this was going to hinder the rapport building within the group.
The Group Process
In reflecting upon the group process during the PBL task, I was particularly 
interested in theories that would explain the group dynamics and development. I 
found the progressive stage models of group development were most relevant to my 
experience. Specifically, the Integrative Model of Group Development by Wheelan 
(2005), which accounts for task-oriented groups in work settings. I will therefore 
reflect on my experience of group development in relation to the five developmental 
stages of this model.
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The first stage of the Integrative Model of Group Development is 
Dependency and Inclusion, which is characterised by the group’s reliance on the 
leader to provide direction. In our first group session we were uncertain about how 
to progress with the task and therefore relied on our facilitator to lead us in getting 
started. As a group we therefore followed our facilitator’s instructions to brainstorm 
on the topic ‘relationship to change’. In hindsight, I feel this may have compromised 
my sense of safety because we did not agree rules for our group before we 
commenced with the task. As a result of my previous experience of facilitating 
groups, I place a great deal of importance on agreeing the rules and structures as 
foundations for the group. In reflecting on why I did not address this in the first 
session, I thought about the influence of the norms at this stage of the group process. 
Specifically, in striving for a sense for inclusion, the norms inhibit group members 
from asserting opinions that may set them apart from other group members. Namely 
that other members of the group may not need or value rules for the group as much 
as I did.
The second stage of the group process is Interdependency and Fight, in which 
the group disagree about group goals and the procedures for achieving goals. Within 
our group, the norms, values, goals and procedures seemed to evolve naturally 
without conflict. Generally, members of our group were shy and timid and therefore 
did not assert any strong options that would provoke disagreement. From my 
perspective, an integral feature of this stage of the group process was the agreement 
of group rules, the structure of our meetings and the role of the chair. This evoked 
animated discussion and paved the way for more challenging discussions in relation 
to the task. Interestingly, we established our group rules during one of the un­
facilitated sessions. Further reflection has allowed me to carefully consider the 
relationship that we formed with our facilitator and the impact this had on the group. 
Specifically, our uncertainty and insecurity resulted in us feeling evaluated and 
observed by our facilitator, which appeared to inhibit the group process and created 
an ‘us-them’ dynamic. This may relate to the inconsistent presence of the facilitator 
whilst the group was forming, due to some sessions not being facilitated. However, 
as a group we were never able to directly discuss this in our sessions or address this 
with our facilitator.
41
PROBLEM-BASED LEARNING REFLEECTIVE ACCOUNT I
The third stage of the model is Trust and Structure, which develops as a result 
of the group progressing through the tasks at stage two. This stage is characterised by 
open and task-oriented communication within the group. In this stage of the group 
process we developed effective systems within the group to maintain momentum 
with the task. In particular, free flowing communication and adherence to the agreed 
structure for our group meetings enabled us to work efficiently towards our goal. 
Furthermore, each group member adopting the role of chair boosted cohesion and 
enhanced equality within the group.
The fourth stage is Work and Productivity, in which roles and procedures are 
negotiated around task accomplishment. In our group, the open communication 
developed in the previous stage was supporting us to make shared decisions and 
problem-solve to reach a consensus as a group. In this stage of the group we were 
focussed on preparing our presentation, which included voting on a topic for our 
presentation and allocating sections of the presentation to different group members. 
As a group we sustained motivation and therefore successfully produced and 
delivered our presentation.
The fifth and final stage of the Integrative Model of Group Development is 
Task Completion and Ending. In this stage the group is proposed to evaluate their 
work, share their feelings about the task and offer feedback to each other. The PBL 
task finished with a group reflection session. As a group we reminisced about the 
presentation and consolidated the feedback we had received from the markers. The 
process of reflecting together was somewhat avoided, as it had been throughout the 
task, possibly because we found self-disclosure too exposing. It seems pertinent to 
reflect on how, diversity and its impact on beliefs and values was not addressed 
within our group. It appeared that everyone sought to be included rather than stand 
out as different, push the norms or challenge each other. I believe that our avoidance 
of acknowledging and exploring difference may have limited our creativity. The 
feedback we received from the markers and our group’s response to the feedback 
will be discussed further in the section Approach to the PBL Task.
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Approach to the PBL Task
As a group we were task-focused from the outset. At our first session, we 
generated a broad list of ideas in response to the topic ‘relationship to change’. In 
this session we also developed a system for allocating work to be done outside of the 
sessions, generally research about our ideas, which was then feedback to the group at 
our next group meeting. We had refined and narrowed the large list of ideas into four 
topics that we could develop into presentations and decided upon the final topic for 
the presentation by a vote. As a group we unanimously agreed upon facilitating 
change in organisations as the topic for our presentation. Once we had decided our 
topic we set about identifying the gaps in our knowledge through developing a loose 
structure for our presentation. Further research led us to the Six Step Model of 
Successful Change Management, proposed by Maybe and Mayon-White (1993), as 
our theoretical basis for facilitating the process of change in organisations.
As a group we then focused on agreeing how to deliver our presentation. I felt 
apprehension when the group all agreed to a comedy role play, because in my mind 
this would not reach a doctoral standard. I battled over how to address this with my 
group because I felt unsure about how the group would respond to someone 
expressing views that were contrary to the majority in group. However, it transpired 
that when I was able to address this, others in the group shared my concerns. We 
were therefore able to problem-solve together to ensure we maintained an academic 
component to our presentation. Throughout the PBL task, we continued with our 
system of between session work and feedback to the group, using group session to 
consolidate and structure the information into our presentation.
On the morning of the presentations, we had each drafted the separate 
sections of our presentation and we were ready to rehearse together. Despite a 
successful rehearsal, I felt intense anxiety about the presentation. Reflecting on this 
further has highlighted that I carried a sense of responsibility for the group and I was 
worried that I would let my group down during the presentation. It was clear that 
others in my group were also anxious. In particular, it seemed that everyone’s 
anxiety was escalated because we had been allocated to go last and we would 
therefore be watching the other groups and comparing ourselves to them. However, 
at the presentation the facilitators had changed the order and we had been allocated 
to go first, which I found to be a great relief. With the exception of a technical hitch
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the presentation went well and I was pleased with both my contribution and the 
contributions of my fellow group members.
After the presentations, we had a group session to reflect on the PBL exercise 
and the feedback from the lecturers marking the presentation. Our group was 
generally relieved that the presentation was over and pleased with our achievements. 
Whilst we agreed that the feedback provided some useful guidance, we also thought 
aspects of the feedback were overly critical. Namely, the comments about the 
technical hitch we experienced and our use of notes during the presentation. I am 
highly self-critical and I therefore found it difficult to look beyond the negative 
comments, however, the group discussion enabled me to put the feedback into 
perspective and take a more rounded view of our achievements. As a group we 
reflected that the strengths of our group were our commitment to the task, our 
accommodation of each other’s contributions and our bravery to attempt humour in 
our presentation. However, we considered our weaknesses to be our difficulty 
reflecting together and giving each other feedback.
Learning Outcomes of the PBL and Application to my Professional Placement
Throughout my reflection on my experience of the PBL exercise, I have been 
focussed on the importance of setting up structures and boundaries, such as the role 
of the chair, the structure of our meetings and the rules for the group. I believe this is 
integral in facilitating the group process, particularly group cohesion and trust. In 
future I hope I would be more confident in asserting that this needs to be done early 
in the group sessions, ideally in the first meeting. Furthermore, I learn effectively 
from discussion, experiential learning, and reflection on my experience. As such, the 
PBL task and the process of forming a group with near strangers has enabled me to 
develop insight into the experience of clients who engage in group therapy. This was 
therefore a valuable experience in preparing to co-facilitate a Cognitive Behavioural 
Therapy (CBT) group for clients with hoarding difficulties at my placement. In 
particular, as a result of my experience I was more aware of the group process and 
how my role as facilitator may evolve as the group progresses. For example, 
Brabender (2009) suggests that the group process has implications for how a group is 
introduced to its members, the structure of the sessions, how the facilitator leads the 
groups through the stages of the group process. In preparing for the group, I therefore
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read about CBT interventions for hoarding as well as literature regarding the group 
process and consolidated this in supervision and in meetings with the co-facilitator of 
the group. I was interested to see that in the final session the group members 
reflected most on their experience of the group process. Specifically, the impact of 
inclusion on reducing shame and social isolation, and group cohesion influencing 
attendance, which was consistent with the literature I had read in preparation for the 
group (Schmalisch, Bratiotis, & Muroff, 2010).
In addition, the PBL task and the process of reflecting on my experience have 
enabled me to learn about myself. In particular, the pressure I place on myself to 
achieve certain standards. Reflecting further about my expectations of myself and my 
conscientious work ethic has highlighted the influence of my families values around 
hard work and high achievements, which was always met with recognition. As a 
result, I am aware that I can focus on grades as an indication of achievement, rather 
than gaining a sense of pride or satisfaction from the work that I put in to the 
assignments. On reflection, the pressure to achieve that I place on myself means that 
I am rarely satisfied that I have done enough work. This can have significant 
implications for my work-life balance. I am aware that this will need to change in 
order to manage the demands of Clinical Psychology training and I believe that the 
process of self-reflection will be important in the process of change.
In closing, the experience of the PBL exercise and this reflective assignment 
has been thought provoking, enabling me to learn both personally and professionally. 
Furthermore, I have identified achievements and areas for on-going development 
which I hope to address.
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Problem-Based Learning (PBL) exercises aim to promote self-directed and 
collaborative learning through a process of reflective engagement with a ‘problem’. 
This reflective account aims to re-evaluate the PBL exercise with regards to learning 
outcomes and applications to clinical practice. I will briefly describe the ‘problem’ to 
contextualise the task, before describing how our group approached the task and 
reflecting on the factors that influenced our approach. Finally, I will evaluate our 
approach, and reflect on my personal and professional learning outcomes.
The PBL Task
Summary of the problem
The complex and multi-faceted case of the Stride family were the stimulus 
for the PBL task. The case focussed on care proceedings for Mr and Mrs Stride’s 
twin daughters, Sally and Sarah. Sally and Sarah were on the child protection register 
due to emotional abuse and neglect. They were currently in a short-term foster 
placement. Mr and Mrs Stride wanted their children back, however, the Local 
Authority believed that Mr and Mrs Stride could never be adequate parents, and 
therefore wanted the children to be placed up for adoption.
Mrs Stride had a mild learning disability and Mr Stride had attended a school 
for children with special educational needs. Neither of them could read and write, 
which the professional system had not been accommodating in their interventions. In 
addition, Mr Stride was reported to have physically assaulted Mrs Stride during 
altercations. The family were described to be living in poverty.
Our Approach
Interpretation
Our group were struck by the dominant professional discourses within the 
case study, which seemed critical and hopeless. We discussed that the parent’s 
perspective appeared to have been overlooked or undermined. We therefore quickly 
became committed to the idea that the family were not being heard. In Figure one, I 
have depicted how our group had formulated the case. We hypothesised that the 
collaboration between the professional network and the family may have broken- 
down. Furthermore, we felt that it was likely that the parents had not been given a 
fair assessment or training in parenting skills which accommodated their learning
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disabilities. In turn, this may have influenced critical and negative stories about the 
family and limited solutions to the future care of the children. In clinical practice, we 
felt that improved communication and empathy could enhance collaboration.
Figure 1: Formulation of the case study dynamics
Parents 
behaviour: 
avoidant, 
secretive, non
collaborative
Parents feel: belittled, 
hopeless, angry, 
misunderstood, 
confused, excluded
Parents thoughts: 
that they are alone, 
unheard
Professionals thoughts: 
These parents are 
dangerous, not trying, 
incapable. Fail to 
recognise parents needs 
and strengths
Professionals 
feelings: 
hopelessness, 
frustration, fear
Professionals 
behaviour: Reactive, 
punitive, non- 
collaborative, 
unaccomodating
Areas for investigation
In our first PBL meeting we discussed feeling incompetent and inadequate in 
relation to the topic. We reacted to our perceived lack of knowledge by identifying 
topics to investigate, dividing them among the group to research between meetings 
and then feedback to the group. Topic areas included people with learning disabilities 
experience of parenting and care proceedings, the experience of children raised by 
parents with learning disabilities, the legal frameworks and the best practice 
guidelines for assessing parenting skills of people with learning disabilities. We 
decided that we wanted to explore all these areas in our presentation, but with 
emphasis on the parent’s experience.
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Presentation
Our presentation was academic and formal, yet also creative. For example, 
within our PowerPoint presentation we used film clips of one group member because 
she was absent for the presentation. Furthermore, we used family sculpting to 
visually portray the family’s experience of care proceedings (Byng-Hall, 1982). We 
constructed these family sculpts as a group and then photographed ourselves. These 
photographs were shown and discussed during the presentation.
Factors Influencing Our Approach
Group roles
Belbin’s (1981) model of team roles includes eight roles: chairman, team 
worker, company worker, resource investigator, plant, monitor evaluator, completer 
finisher and shaper. Whilst I did not notice all of the roles within our group, this 
model will be used to explore our roles during this PBL exercise.
During the PBL meetings we did not have a formal chairperson but several 
confident group members seem to naturally lead. Our group had a strong culture of 
team-work and taking responsibility for the task. As a result, we often did not need a 
formal chairperson to maintain order, focus and momentum, and our chairperson 
generally adopted a non-directive style, allowing our group to self-regulate.
Several group members comfortably negotiated and shared the role of 
‘resource investigator’, accessing literature and technical resources required for our 
presentation. One member of our group adopted the role of ‘completer finisher’, 
which were important for producing our presentation. Personally, I was grateful that 
this individual took this role. I often shy away from this type of group role because I 
worry that I may disappoint others with the final product. Belbin (1981) proposes 
that the ‘completer finisher’ is supported by a ‘shaper’ who ties ideas into action. 
This did happen in our group but may have been difficult due to the independence of 
the ‘completer finisher’.
I took the role of the ‘plant’, who contributes ideas which enable the group to 
proceed at an impasse (Belbin, 1981). I received feedback from the group that I often 
took a leadership role when “others were floundering” and I used my “knowledge 
and experience to move the group forward”. On reflection, I agree that I often 
jumped in to give ideas when I sensed anxiety rising. For example, in response to the
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group seeming stuck about how to be creative in our presentation I suggested that we 
could use family sculpting techniques (Byng-Hall, 1982). I also noticed that I worked 
in parallel to another group member who seemed to adopt the role of ‘monitor 
evaluator’. This group member appeared to think critically and practically, which 
generated useful debate.
Diversity
A person-centred approach was influential in our interpretation of the 
problem. This way of working is suggested to support individuals with learning 
disabilities to feel more confident, to clarify their aspirations, to access support and 
to mobilise joint problem-solving (Sweeney & Sanderson, 2002). However, not all 
members of our group had clinical experience of working with people with learning 
disabilities or using person-centred approached because were undertaking a range of 
clinical placements.
Whilst our group members have unique family configurations we were all 
raised with our birth parent(s). Consequently, I wondered if our approach was 
influenced by values regarding family life, such as assumptions about biological 
family. In the past I have worked with children who have experienced abuse and 
neglect. I was concerned that this experience would have unduly biased me towards 
risk and therefore removing children from such environments. Interestingly, this was 
barely entertained by me or our group during the task, possibly due to our values 
about family or because of our beliefs that this family had not been given a fair 
chance.
Impact of the topic
In group discussions it was apparent that we found the case study emotive. 
We were anxious about our professional responsibility in this type of work and we 
felt saddened by the topic. We also identified that we were using humour as a 
strategy to diffuse these negative emotions (but not satire or mocking others). 
Romero (2005) suggests that humour releases tension by triggering laughter and 
producing a positive mental state.
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Group process
Our group has good group cohesion and shared values regarding our work 
ethic, which fostered an efficient, organised and task-oriented approach to the PBL 
exercise. At times our work ethic created high standards, which led to stress and 
pressure for our group. As mentioned previously, our group used humour to manage 
our emotions. Interestingly, the literature suggests humour can influence group 
effectiveness. Specifically, successful use of humour may have a positive impact on 
group processes, such as enhancing communication, developing group goals and 
management of emotions (Romero & Pescosolido, 2008). I feel humour had a 
powerful influence on the social processes within our group, such as creating 
cohesion through shared laugher, positive communication and the enjoyment of 
group meetings. However, if our humour had involved mocking others, I anticipate 
that there would have had a negative impact on social processes and made the group 
feel unsafe.
At the start of the year our group set the objective to be more reflective than 
task-focused. Personally, I felt this would be beneficial because I value reflecting on 
decisions, feelings and implicit assumptions. However, as a group we are still 
developing ways to give each other constructive feedback and to challenge each 
other’s ideas. It seems that we were fearful of negative evaluation, which suggests 
that psychological safety in our group is still developing. Psychological safety refers 
to shared beliefs that the group is safe to experiment with interpersonal risk taking 
(Edmondson, 1999). The implications of this may be that members of our group 
make less personal or controversial reflections and group members stick with 
familiar roles. Romero & Pescosolido (2008) suggest that humour can increase 
psychological safety by improving trust, communication and rapport. The humour 
observed in our group may therefore indicate that the psychological safety is 
developing.
Evaluation
Strengths
We used this exercise as a learning opportunity and took responsibility for 
our own learning. I am pleased that we produced a professional and academic 
presentation, and developed our presentation skills for clinical practice. Furthermore,
52
PROBLEM-BASED LEARNING REFLEECTIVE ACCOUNT II
since our first PBL exercise our group cohesion has improved. The markers 
comments suggested that we demonstrated our ability to “work together 
successfully”. Moreover, as a group we identified that we would benefit from being 
more reflective and have taken active steps towards this. For example, we identified 
and explored our emotional experience in relation to the PBL case study.
Weaknesses
We quickly became ‘wedded’ to our initial interpretation of the problem and 
therefore did not entertain other ideas. This may have been influenced by anxiety, 
time pressure associated with the other demands of clinical training and group 
processes resulting in convergent thinking. In hindsight, it seems that we were 
anxious due to the insecurity of not knowing. Mason (1993) describes this as a 
position of ‘unsafe uncertainty’. Our reaction to this was to attempt to know the 
correct answer, a position that Mason (1993) describes as ‘safe certainty’. The 
problem being that a position of ‘safe certainty’ inhibits curiosity in the pursuit of 
finding the right solution to fix the problem. Furthermore, we knowingly avoided 
coming to a decision about whether we thought the children should remain in foster 
care, be adopted or return to the family. Perhaps we were reluctant to make a 
decision because we lacked the confidence and believed this decision needed to be 
certain and absolute.
Learning Outcomes 
Personal
Personal reflection on this PBL exercise has highlighted that I avoided the 
role of ‘completer finisher’. I am sensitive to letting others down and getting it 
‘wrong’. I therefore seemed to have protected my sense of self-efficacy by not taking 
this role. However, learning involves taking ‘risks’, getting it wrong and receiving 
feedback. This is mostly an issue in my academic work not in my clinical practice. I 
therefore wonder if I need to challenge myself by taking this type academic 
responsibility in group work. Furthermore, comments of my fellow group members 
highlighted to me that I rescue others when they are “floundering”. Whilst this was 
experienced positively by my PBL group, I may need to be mindful not to ‘save’
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people in therapy because of my sensitivity to their anxiety or my own discomfort 
about not knowing.
Professional
If this had been a real case, our interpretation would likely have been very 
different to other professionals in the network, particularly the social workers. 
Consequently, our approach could have caused splits in the professional network, 
particularly if we had adopted an ‘expert’ position. On reflection, I wondered if we 
should have thought more about the dilemma faced by the professionals. For 
example, social workers often carry the majority of the risk with respect to these 
types of cases, as well as the criticism when mistakes happen. Consequently, in my 
clinical practice on my learning disability placement I have reflected on inter-agency 
working. I was undertaking a lot of consultation with work various professionals, in 
which I would try to get alongside them to create a space for the system to be 
curious, to facilitate discussion and to enable a formulation of the problem to be 
generated (Lake, 2008). However, I wondered whether the professional system in the 
case study would be seeking a quick and clear solution to the ‘problem’ given the 
risk to the children, and therefore how they would respond to a position curiosity and 
not knowing.
Our group process and emotion regulation was significantly influenced by 
humour. However, in my clinical placements I have been less aware of the use of 
humour. I therefore wonder how these multi-disciplinary teams built cohesion and 
regulated negative emotions associated with working in stressful environments with 
complex clinical cases. I understand that humour can be a ‘double edged sword’ 
because not everyone considers the same things to be funny. Humour can therefore 
be deemed as offensive, unprofessional or unacceptable. However, humour should 
not be quickly rejected in teams because it is an adaptive defence mechanism which 
may be beneficial if used appropriately (Stein, 2000).
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Conclusion
This PBL exercise has been a thought provoking learning experience. It has 
enabled our group to develop through the emotional challenges it has elicited. 
Moreover, it has enabled me to develop personally and professionally through 
reflecting on our approach, and our group roles and process.
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Personal and Professional Learning Discussion Groups (PPLDG) were 
designed to stimulate learning and development through reflective practice regarding 
issues of diversity, ethical dilemmas and theory-practice links in applied psychology. 
This process account details my experience of participating in PPLDGs, through 
reflection on group member’s roles, the development of group process and the 
factors which may have influenced the group process. Specifically, the group culture, 
which was characterised by tolerance, agreement and respect, was critically explored 
and reflected upon in terms of ‘belongingness’. The group roles identified were 
largely related to the task-focus of the PPLDG, although changes were observed as 
the group developed. The development of the group process was described using the 
five theoretical stages proposed by Wheelan (2005) in the Integrative Model of 
Group Development. Namely, ‘Dependency and Inclusion’, ‘Interdependency and 
Fight’, ‘Trust and Structure’, ‘Work and Productivity’, ‘Task Completion and 
Ending’. Factors affecting the group’s progression through the stages of the model 
were thought to include power dynamics between the trainee’s and the facilitator and 
the task-focus of the group. Furthermore, my personal and professional learning 
outcomes from the PPLDG are identified and explored. Development of my skills to 
facilitate group therapy and insight into team dynamics were identified as 
professional development outcomes. Furthermore, insight into my work ethic and 
values was a personal learning outcome, although the implications for training and 
clinical practice were recognised.
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Summary:
Personal and Professional Learning Discussion Group (PPLDG) Process
Account II
The Development of a Personal and Professional Learning Discussion Group 
(PPLDG) and Applications to Clinical Practice in the NHS
July 2012 
Year II
59
SUMMARY PROCESS ACCOUNT II
During our PPDLGs this year we undertook a range of tasks, including 
reading seminars, group discussions, case discussions and a role-play of a 
psychological consultation. We discussed clinical practice issues, including clinical 
supervision and multi-disciplinary team working. This account details the 
development of our PPDLG over the last two years using Tuckman’s hierarchical 
stage model (1965) and examines our group roles. I also reflect upon how 
participating in PPDLGs has been influential in developing my leadership 
competencies. For example, I reflect upon the experience of chairing PPDLG 
meetings and how this developed my confidence to a chair reflective practice at my 
clinical placement. Moreover, I reflect upon the group dynamics in this meeting and 
how this challenged my leadership. I also describe how the experience of 
undertaking case discussions and reading seminars in PPDLG sessions has developed 
my practice, through enhancing my ability to formulate and think critically, which I 
have applied to clinical practice in team meetings and consultation. I identify my 
learning outcomes from these experiences, such as managing power dynamics, 
maintaining group rules and my preference for adopting a non-expert position. I 
close this account by considering how our group hope to use our PPDLG sessions 
next year to be more reflective and how this will require our group to overcome 
anxieties about how we are perceived by others.
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OVERVIEW OF CLINICAL EXPERIENCE
Overview of Clinical Experience
Five clinical placements were undertaken across the three years of training, including 
adult mental health, learning disabilities, child and adolescent mental health, older 
adults and a specialist clinical placement. Clinical work was undertaken in a range of 
settings, including community teams, a psychiatric hospital and a specialist 
psychological therapies service. Throughout all placements, risk was assessed and 
regularly monitored, and appropriate psychometric outcome measures were 
administered and adapted where necessary. Therapeutic experience included 
Narrative Therapy, CBT and Systemic interventions, for a range of presenting 
problems such as anxiety disorders, depression, psychosis, behavioural difficulties 
and autism.
Adult Mental Health: Community Mental Health Team (CMHT) and Specialist 
Psychological Therapies Service.
Type of Work: Assessments and individual therapy, using Cognitive Behavioural 
Therapy (CBT) and Dialectical Behaviour Therapy (DBT) skills training. I also co­
facilitated a group for people with hoarding problems which used a CBT model. 
Moreover, I was involved in crisis planning and relapse-prevention work. I 
undertook neuropsychological assessments, which included using the WAIS-III, 
WMS-III and the D-KEFS.
Range of Clients: I worked with clients with eating disorders, psychosis, CCD, 
Korsakoff dementia, post-traumatic stress disorder, self-harm and suicidal ideation. 
Service Development: I planned a quantitative evaluation of a CBT group for 
people with eating disorders. Unfortunately, this evaluation was not complete due to 
a lack of feasibility following issues with recruitment. Instead, whilst working at this 
placement I conducted a service evaluation with a local Children and Adolescent 
Mental Health Service. The study evaluated whether the outcomes of the Behaviour 
Management Manual were different when administered as an individual or group 
intervention. In addition, I gave a presentation to the multi-disciplinary team on 
using DBT with adult mental health clients.
Courses, Training and Meetings: I attended in-house training in using Cognitive- 
Analytic Therapy (CAT) and working with eating disorders. I also attended a CPD
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event on working systemically with people with additions. In addition, I made visits 
to the Crisis Resolution Team and a carer’s support organisation.
Learning Disabilities: Community Team for People with Learning Disabilities 
(CPLD)
Type of Work: I assessed and offered therapy to clients both directly and indirectly 
through residential staff. I offered CBT intervention, behavioural therapy 
programmes and staff team consultation sessions.
Range of Clients: I worked with clients with a range of learning disabilities, such as 
Coffin Siri Syndrome, Fragile X Syndrome, Autism, Cerebral Palsy, Williams 
Syndrome. Presenting problems indicated in the referrals included, challenging 
behaviour, anxiety and dementia. Many clients were living in residential settings. 
Service Development: I offered a presentation to the multi-disciplinary team about 
understanding and reflecting on the impact of working with people with co-morbid 
personality disorders and learning disabilities. The presentation focussed on 
formulating borderline personality disorder using CAT and using this as a basis to 
guide our interactions with clients and team members working with the client. I also 
contributed to the development of an induction file for future Trainee Clinical 
Psychologists and Assistant Psychologists at the service.
Courses, Training and Meetings: I attended an in-house induction to working with 
people with learning disabilities, which included discussion about adapting 
resources, challenging behaviour, the protocol for dementia assessments and 
neuropsychological assessment. I also visited the local day centre, a charity offering 
support and advice to people with disabilities and several residential homes.
Children and Adolescent Mental Health Services (CAMHS): Tier 3 CAMUS 
Type of Work: Assessment including generic psychological assessment and 
neuropsychological assessment. Therapeutic work involved individual and family 
therapy, as well as indirect interventions with parents. I also co-facilitated one group 
session using Narrative Therapy and I was a member of a family therapy reflecting 
team. Models of therapy used included Cognitive Behavioural Therapy, Behavioural 
Interventions and Systemic Therapy.
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Range of Clients: I worked with a range of presenting problems, including OCD, 
selective mutism, separation anxiety, Tourette syndrome, anxiety, autism, global 
developmental delay, anger and aggression. The clients on my caseload were diverse 
with regards to age, socio-economic status and education.
Service Development: The CAMHS service in which I worked had limited 
knowledge and skills in 3rd wave Cognitive Behavioural Therapy. I therefore offered 
practical training regarding using Mindfulness with children. Moreover, I met 
individually with a new staff member to discuss working with children with Autism 
and to share my resources for working with this client group.
Courses, Training and Meetings: I attended in-house training on observing 
children, attachment theory, and using the Children’s Memory Scale (CMS). I also 
attended a CPD event on ‘Behavioural Interventions to Treat Anxiety in Children’. In 
addition, I visited a local nursery to observe normally developing children.
Older Adults Mental Health Placement: Memory Assessment Service, Living 
Well with Dementia Community Team and Acute Psychiatric Hospital 
Type of Work: Undertaking assessments, including generic psychological 
assessment, neuropsychological assessment and risk assessment. Therapeutic work 
involved indirect interventions with staff teams, informed by psychodynamic theory. 
I also co-facilitated a Wellbeing and Support group on the acute ward.
Range of Clients: I worked with clients with functional mental health problems, 
including schizophrenia, hoarding and depression, and degenerative conditions, 
including Frontotemporal and Alzheimer’s Dementia.
Service Development: Following the reconfiguration of services older adults were 
being seen by working age professionals. Consequently, it was recognised that they 
needed training in older adult issues. I therefore worked with my supervisor and the 
manager from the working age adult mental health service to plan and deliver part of 
the training on assessing older adults.
Course, Training and Meetings: I attended university training Dialectical 
Behaviour Therapy (DBT) and a Division of Clinical Psychology CPD session in 
Using Cognitive Analytic Therapy (CAT) with Staff Teams. I also visited a local day 
centre and attended Later Life meetings for psychologists working with older adults 
in the trust.
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Specialist Placement- Narrative and Systemic Therapy: Tier 3 CAMHS 
Type of Work: I assessed and offered therapy to clients on an individual basis using 
Narrative Therapy or and integration of Narrative Therapy and CBT. I was also a 
member of the reflecting team in the Family Therapy Clinic.
Range of Clients: I worked with a range of presenting problems, including trauma, 
anxiety, gender identity disorder, OCD and depression. Moreover, they were 
complex with respect to risk and need, some requiring interagency involvement. The 
young people and families on my caseload were diverse in terms of age, gender and 
socio-economic status.
Service Development: During placement I worked with other Psychologists to 
develop guidelines for neuropsychological assessments conducted in CAMHS. These 
guidelines were focused on incorporating systemic principles and approaches in to 
the assessment process. The guidelines were to be widely distributed within the NHS 
trust.
Course, Training and Meetings: I attended a variety of in house training, including 
Trauma-focussed CBT, using imagery in the treatment of chronic pain, Narrative 
Therapy and assessing deliberate self-harm. I also attended a BPS conference about 
Leadership Opportunities and Challenges for Clinical Psychology in the Next 
Decade and a carer’s conference about the Carer’s Support Bill and Whole Family 
Approaches. There were also regular opportunities to participate in a range of service 
meetings, including psychology meetings and trust meetings regarding developments 
in care provision.
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RESEARCH LOG
Research Log Checklist
1 Formulating and testing hypotheses and research questions ✓
2 Carrying out structured literature searches and using information 
technology and literature search tools
✓
3 Critically reviewing relevant literature and evaluating research methods ✓
4 Formulating specific research questions ✓
5 Writing brief research proposals ✓
6 Writing detailed research proposals/protocols ✓
7 Considering issues related to ethical practice in research, including 
issues of diversity, and structuring plans accordingly
✓
8 Obtaining approval from a research ethics committee ✓
9 Obtaining appropriate supervision for research ✓
10 Obtaining appropriate collaboration for research ✓
11 Collecting data from research participants ✓
12 Choosing appropriate design for research questions ✓
13 Writing patient information and consent forms ✓
14 Devising and administering questionnaires
15 Negotiating access to participants in applied NHS settings ✓
16 Setting up a data file ✓
17 Conducting statistical analysis using SPSS ✓
18 Choosing appropriate statistical analyses ✓
19 Preparing quantitative data for analysis ✓
20 Choosing appropriate quantitative data analysis ✓
21 Summarising results in figures and tables ✓
22 Conducting semi-structured interviews ✓
23 Transcribing and analysing interview data using quantitative methods ✓
24 Choosing appropriate qualitative analyses ✓
25 Interpreting results from qualitative and quantitative data analysis ✓
26 Presenting research finding in a variety of contexts ✓
27 Producing written reports on a research project ✓
28 Defending own research decisions and analyses ✓
29 Submitting research reports for publication in peer-reviewed journals or 
edited book
30 Applying research findings to clinical practice ✓
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Qualitative Research Project Abstract 
An exploration of public understandings of “recovery” in mental health
June 2011 
Year I
SERVICE RELATED RESEARCH PROJECT
Aim The aim of this research was to explore public understandings of “recovery” in 
mental health.
Method Face-to-face semi-structured interviews were conducted to elicit 
participants’ narratives across three broad areas: understanding of mental health, 
understanding and attitudes towards recovery, and understanding of mental health 
services. Participants comprised two males and one female, and were aged between 
21-51 years old.
Analysis The data was analysed using thematic analysis, following guidelines 
developed by Braun and Clarke (2006). The process of interpretation involved both 
independent and consensual analysis of the data, with multiple researchers bringing 
various insights. Rigorous analysis within this research was enhanced due to 
transparency, confirmability, grounding findings in the data and self-reflexivity. 
Results Public understanding of recovery was an interplay of three major themes: 
the illness, the individual, and the role of others. Within the first master theme of ‘the 
illness’, two major sub-themes were identified: the nature of mental health and the 
nature of recovery. The second master theme focused on the individual’s role in 
recovery, which reflected their responsibility in the change process. The third theme 
of ‘the role of others’ had three major sub-themes: the role of family, the role of 
society and the role of services.
Discussion Findings highlight the importance of improving service users’, families 
and carers’ satisfaction with services, which may in turn improve public perceptions. 
Education and campaigns may be ways of achieving this. The findings were 
considered in light of the strengths and limitations of the research.
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Service Related Research Project:
Evaluation of the Behaviour Management Manual: A Parenting Intervention 
for Parents of Children with Severe Behavioural Problems Delivered by 
Individual or Group Intervention
July 2011 
Year I
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Abstract
Objective To evaluate and compare the outcome of the Behaviour Management 
Manual (BMM) delivered as an individual or group intervention.
Design Symptoms of child behavioural problems were assessed before and after the 
intervention using the parent completed Strengths and Difficulties Questionnaire 
(SDQ) (Goodman, 1997). The pre-collected clinical outcome measures were grouped 
according to mode of intervention then statistically analysed to compare the results. 
Participants A community-based sample of parents whose children had severe 
behavioural problems were offered the BMM intervention. In total, the parents of 17 
children, 3 girls and 14 boys aged with a mean age of 6.5 years, undertook the group 
facilitated intervention. The parents of 27 children, 7 girls and 20 boys with a mean 
age of 7.2 years, undertook the individual intervention.
Results The BMM was associated with reduced parent-reported symptoms of 
behavioural problems in their children. Comparison between the pre- and post-SDQ 
measures indicated that both the individual and group interventions were associated 
with significantly reduced symptoms, with no significant difference between the 
outcomes. However, individual and group modes of implementation were associated 
with different results on the individual scales comprising the SDQ measure. 
Conclusion/Implications The BMM was effective in reducing symptoms of 
behavioural problems when delivered as either an individual or group intervention. 
Clinical implications include considerations the possible impact of parent choice 
regarding the mode of intervention. Limitations of the evaluation are discussed with 
reference to developing future evaluation.
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Introduction
In the current climate of the NHS with restricted resources and political 
pressure to streamline services, teams are required to make cautious decisions 
regarding the most viable means of offering interventions. Specifically, services face 
the tension between meeting the NICE guidelines for evidence-based and effective 
interventions and offering interventions in-line with the resources that are available. 
This service evaluation examined a service devised parent training programme for 
parents of children with severe behavioural difficulties, which replaced an alternative 
evidence-based but resource intensive intervention.
The prevalence of emotional and behavioural difficulties in young children is 
rising (Brauner & Stephens, 2006). Children who have behavioural difficulties, 
including a diagnosis of attention deficit hyperactivity disorder (ADHD) and conduct 
disorder, are commonly referred to Child and Adolescent Mental Health Services 
(CAMHS) due to the impact of their behavioural difficulties on their functioning in a 
range of settings, including home and school. Furthermore, difficulties in adulthood, 
such as substance misuse, offending behaviour and a diagnosis of a personality 
disorder are recognised as a possible developmental trajectory following behavioural 
difficulties in childhood (NICE, 2008; NICE, 2011).
Evidence-based manualised parenting interventions are recommended within 
the NICE guidelines for severe behavioural difficulties in childhood, particularly 
conduct disorder and ADHD (NICE, 2008). Specifically, the guidelines suggest that 
the intervention should last 8-12 sessions and consistently follow a structured manual 
that produces and addresses parent’s personal objectives, includes relationship- 
enhancing strategies and utilising role-play and homework to develop skills (NICE, 
2008). The guidelines recommend group parent/carer training programmes as the 
first-line of treatment for children under the age of 12 years. Group interventions are 
recognised as a cost-efficient approach, with a host of therapeutic benefits stemming 
from the group process, including imparting hope, sharing information, normalising 
experiences, imitation and interpersonal learning (Yalom, & Leszcz, 2005). 
However, within the NICE guidelines individual training programmes are 
recommended if family’s needs are complex or there are significant barriers to
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engagement in group work, for example needs related to diversity or accessibility 
(NICE, 2008).
One example of an evidenced-based structured manualised parenting 
intervention is ‘The Incredible Years’ (Webster-Stratton, 1998). This intervention 
has been shown to be effective in increasing parenting skills and decreasing 
children’s disruptive behaviour. Research has demonstrated its effectiveness for 
children who present with mild behavioural problems all the way through to children 
with clinical diagnoses, including ADHD and conduct disorder (Scott, Knapp, 
Henderson & Maughan, 2001; Jones, Daley, Hutchings, By water and Eames, 2007).
The service in which this evaluation was undertaken was using ‘The 
Incredible Years’ programme as an intervention for parents of children with severe 
behavioural problems. However, the service found ‘The Incredible Years’ 
programme was time-consuming and placed significant demands on service 
resources, which has also been documented in the literature (Stem, Alaggia, Watson 
& Morton, 2007). Stem et al. (2007) noted a further limitation of was the inflexibility 
the approach to accommodate parents’ needs. In light of the difficulties with ‘The 
Incredible Years’ the CAMHS service in which this evaluation is based set about 
devising the Behaviour Management Manual (BMM) as a more time-efficient, cost- 
effective and flexible intervention.
The BMM is a seven-step training programme specifically for 
parent(s)/carer(s) of children age 3-10 years-old. The goal of the programme is to 
increase children’s positive behaviour and self-esteem, and then address negative 
behaviour. Each step includes practical suggestions, problems to consider and record 
sheets to complete. The seven-steps are as follows: 1) ‘Special Time’ with your child 
through play, 2) Praising positive behaviour, 3) Tangible rewards for good 
behaviour, 4) Setting limits through house rules and clear commands, 5) Ignoring 
negative behaviour, and 6) ‘Time Out’ to managing negative behaviour. The 
Behaviour Management Manual has the flexibility to accommodate the parent’s 
desired approach to therapy as the manual was found to be user friendly enough for 
parents to follow the steps independently or in a structured clinician-facilitated 
seven-session group programme. For parents who wished to undertake the 
intervention independently, the manual was provided, along with 3-4 individual 
sessions with a clinician and telephone support as required.
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This service evaluation aimed to compare the outcome of the Behaviour 
Management Manual delivered to individuals and groups. Consequently, the 
questions the service posed were: Does the Behaviour Management Manual reduce 
symptoms of behavioural difficulties in children as measured by the Strengths and 
Difficulties Questionnaire (SDQ) (Goodman, 1997)? Was there any difference 
between the outcomes of the Behaviour Management Manual when delivered as 
either an individual or group intervention? Given that parenting interventions are 
recognised and recommended within the NICE guidelines (NICE, 2008), it was 
anticipated that the Behaviour Management Manual would reduce at least some 
symptoms of behavioural problems in the children. Furthermore, given the higher 
clinician involvement in group intervention and literature regarding the therapeutic 
benefits of the group process, it is expected that the group parenting programme 
would have better outcomes than the individual intervention.
Method 
Design
Since the data was collated from pre-existing questionnaires that had already 
been collected from the clients for clinical purposes, participants were not 
specifically recruited for this evaluation (for ethical considerations see Appendix 1). 
Instead, the evaluation involved the analysis of pre-collected data from parents who 
had undertaken the Behaviour Management Manual (BMM) delivered either by 
individual or group intervention. The pre-collected clinical measures utilised a 
repeated measures design, as the same questionnaire measure was administered pre- 
and post- intervention. As such, in evaluating the data there were two data sets for 
each individual in either the individual or group intervention.
Participants
Whilst the BMM is a parenting intervention, data was only available 
regarding the children who were the target of the intervention. The children included 
in this study had all been referred to CAMHS with severe behavioural problems, 
including ADHD and conduct disorder, and their parent(s) had been invited to 
engage in an intervention using the BMM. In total, the parent(s) of 17 children aged
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between three and nine years (mean 6.5 years) undertook the group facilitated 
Behaviour Management Manual intervention. Of the 17 children, 14 were male and 
three were female. In addition, the parents(s) of 27 children aged between three and 
eleven years (mean 7.2 years) undertook the BMM as an individual intervention. Of 
the 27 children, 20 were male and seven were female. Information on ethnicity, 
parent demographics and family structure was not available for this evaluation.
Table 1: Demographics characteristics of the children included in the evaluation
Group Individual
N N
Male 14 20
Female 3 7
Mean (Sd) Mean (Sd)
Age (years) 6.55 (1.97) 7.24 (1.56)
Duration of intervention 3.58 (2.161) 2.06 (0.24)
(months)
Measure
The Strengths and Difficulties Questionnaire (SDQ) (Goodman, 1997) was 
completed by the parent most involved in the intervention. The measures were 
completed as a pre-measure at the start of the intervention and as a post-measure at 
the end of the intervention. Research indicates that the SDQ has been widely used as 
a treatment-outcome measure and research tool (Stone, Otten, Engels, Vermulst & 
Janssens, 2010). The SDQ is a measure of psychosocial problems and abilities 
applicable to children/young people aged 3-16 years-old. It was designed as a multi- 
informant tool, which can be completed by parents, teachers and/ or the child (self- 
report in children over the age of 11 years). The 25 items equally comprise the five 
scales of the questionnaire (emotional symptoms, conduct problems, hyperactivity, 
peer problems and pro-social behaviour). The total questionnaire score reflects the 
sum of the psychosocial problems and therefore excludes pro-social behaviour in the 
total score.
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Research regarding the psychometric properties of the SDQ indicated that the 
measure has satisfactory reliability, specifically internal consistency (.73), inter-rater 
(.34) and test retest at 4 -  6 month intervals (.62). In addition, this research 
confirmed the 5 scale factor structure of the questionnaire (Goodman, 2001). With 
regards to the data set used in this service evaluation, the reliability of the SDQ 
measure was analysed using Cronbach’s Alpha and found to be acceptable for the 
SDQ total but somewhat low for the individual scales comprising the SDQ (see 
Appendix 2).
Procedure
The data evaluated was collected from parents who undertook the BMM as 
either an individual or group intervention. The group intervention data was collected 
from two groups with a mean length of three and a half months. For parents 
participating in the group intervention, pre- and post- measures were collected by the 
facilitator in the session at the start and end of the seven-session group programme. 
For the individual intervention the measures were completed by the parent at the first 
and last session with the clinician. The mean length of the intervention was two 
months. The pre-measures and post-measures were collected by clinician’s at the 
CAMHS as individual outcome measures, and consequently had already been scored 
for clinical purposes. However, the individual questionnaire scores were checked, 
collated and examined by statistical analysis. Details of the statistical analysis 
conducted in this evaluation have been detailed in the Results section.
Results
Since the assumptions of parametric tests were met (Appendix 3: 
Assumptions), within samples t-tests were used to compare the mean difference 
between pre-measures and post-measures for both individual and group 
interventions. In addition, an independent samples t-test was used to compare the 
mean reductions in scores between the individual and group interventions.
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Group Intervention
On average, children whose parents had undertaken the group Behaviour 
Management Manual obtained significantly lower parent-reported SDQ scores after 
treatment (M = 18.65, SE = 2.26) than before treatment (M = 23.11, SE= 1.62), 1(17) 
= 2.85,/? = .012, r = 0.32 (Table 2)1. Furthermore, to measure the robustness of the 
results, pre- and post-measures were also compared using a non-parametric test and 
found to be similar (see Table 2). As shown in Table 3, a greater proportion of 
parent-reported SDQ scores were in the ‘normal’ range at post-measure results. The 
proportion of children in the ‘abnormal’ range at pre-measure reduced at post­
measure and the proportion of children in the ‘borderline’ range remained the same.
Table 2: Change in SDQ Scores Obtained from Pre-Measure and Post-Measure
Group
n= 17
Individual
n= 27
Pre-
Measure
Post­
measure
Mean 
Difference 
(95% Cl)
Pre­
measure
Post­
measure
Mean 
Difference 
(95% Cl)
Mean (Sd) 23.12
(1.62)
18.65
(2.26)
-4.47 
(-7.79 to - 
1.14)
20.93
(7.42)
15.74
(7.37)
-5.19 
(-8.17 to - 
2.20)
T Statistic (df) 
Significance
2.85 (16) 
.012
-3.57 (26) 
.001
Median 16 21 16 22
Wilcoxon 
Paired Test 
Statistic 
Significance
-2.46
0.01
-3.09
0.002
1 P=.05 level of significance.
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Table 3: Parent Reported Total SDQ Score Range at Pre-Measure and Post- 
Measure
Group Individual
n= 17 n= 27
Pre-measure Post-measure Pre-measure Post-measure
Percentage Percentage Percentage Percentage
Normal 0% 35.3% 7.4% 40.7%
Borderline 17.6% 17.6% 18.5% 18.5%
Abnormal 82.4% 47.1% 74.1% 40.7%
Comparison between the pre- and post-scores for each of the five scales 
comprising the SDQ were conducted using repeated measures Wilcoxon Signed 
Ranks as the assumptions of parametric testing were violated. Results indicated 
significant decrease between pre- and post- scores for the conduct problems, 
hyperactivity and peer problems scales following the group intervention (Table 4).
Table 4: Summary of Pre-scores and Post-scores for the Five Scales Comprising 
SDQ for the Group and Individual Behaviour Management Manual
z- score Significance Level 
f
Median score
Group
Pre-measure Post-measure
Hyperactivity -3.02 .003 9 7
Emotion Symptoms -1.63 .093 4 2
Peer Problems -2.05 .041 5 3
Conduct Problems -2.52 .012 6 3
Pro-social
Behaviour
-1.27 .203 5 6
Individual
Hyperactivity -3.04 .002 9 5
Emotion Symptoms 2.96 .003 5 2
Peer Problems -1.21 .224 3 3
Conduct Problems -3.80 <001 5 3
Pro-social
Behaviour
-2.59 .010 7 8
Î  from Wilcoxon Signed Rank test
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Individual Intervention
On average, children whose parents had undertaken in the individual BMM 
obtained significantly lower parent-reported SDQ scores after treatment (M = 20.93, 
SE = 1.43) than before treatment (M = 15.74, SE = 1.42), f(26) = 3.57,/? = .001, r = 
0.33 (Table 2). Furthermore, similar results were found for the non-parametric test 
(Table 2). Following the individual intervention, the proportion of children in the 
‘abnormal’ range at pre-measure reduced and the proportion of children in the 
‘borderline’ range remained the same (Table 3). Comparison between the pre- and 
post-scores for each of the five scales comprising the SDQ were conducted, as 
detailed above in the Group Intervention section. The results indicated significant 
decrease for emotion symptoms, conduct problems and hyperactivity, and a 
significant increase for pro-social behaviour (Table 4).
Comparison of Group and Individual Interventions
There was no significant difference between the mean difference scores from 
the pre- and post-measure parent-reported SDQ scores for children whose parents 
had undertaken the group intervention (M= 5.18, SE= 1.45) or individual 
intervention (M= 4.47, SE= 1.45), Z(42) = .32, p  = .75. As before, the robustness of 
the results was examined using a non-parametric test. Results supported the 
parametric findings (see table 5).
Table 5: Summary of Results from the Comparison of the Group and Individual 
Interventions
Group
n= 17
Individual
n= 27
Mean 5.18 4.47
Standard Error 1.45 1.45
Between-Samples T-test .32
Statistic (df) (42)
Significance .75
Median 4 5
Mann-Whitney test statistic 215.5
Z -.34
Significance .735
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Discussion
This service evaluation set out to examine whether the Behaviour 
Management Manual (BMM) reduced parent-reported symptoms of behavioural 
problems, as measured by the SDQ. In addition, this evaluation examined if there 
was any difference in the outcome of the BMM when delivered as an individual or 
group intervention. It was anticipated that the intervention would reduce symptoms 
of behavioural difficulties in children and that the group approach would produce the 
most positive results due to the more regular involvement of clinician’s and the 
therapeutic factors related to the group process (Yalom, & Leszcz, 2005).
As anticipated, the BMM was associated with reduced parent-reported 
symptoms of behavioural difficulties in their children. However, surprisingly there 
was no significant difference between the outcome of individual and group BMM 
interventions. One possible explanation for the lack of difference between the 
individual and group intervention may relate to the flexibility of the BMM to 
accommodate parent’s personal choice of intervention modality. Previous research in 
other areas of psychology and medicine have demonstrated that choice of treatment 
can enhance the impact of intervention through engagement and adherence (Byrne, 
Regan, & Livingston, 2006; Munro, Lewin, Smith, Engel, Fretheim, & Volmink, 
2007). In this instance allowing parents to self-select into the individual or group 
intervention may have enabled parents to access the intervention that best met their 
needs. Having this degree of choice might also have increased their engagement and 
sense of responsibility for acquiring and utilising the skills they are learning.
Further analysis of the data revealed that both the individual and group BMM 
interventions were associated with reduced scores on the conduct problems and 
hyperactivity scales of the SDQ measure. However, the two intervention modalities 
were found to have different effects on the other scales comprising the SDQ 
measure. Specifically, reduced scores on the peer problems scale was related the 
group intervention, whereas, reduced scores on the emotion problems scale and 
increased scores on the pro-social behaviour scale were associated with the 
individual intervention. These preliminary finding may be cautiously interpreted as 
suggesting that the different modes of intervention target different difficulties. This 
would be an area for future service research as the findings could have clinical
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implications with regards to which interventions are recommended to parents, based 
on their child’s presenting difficulties as identified on a pre-measure.
The results of this evaluation should be interpreted in the light of the obvious 
limitations, which include a small sample and a lack of demographic information for 
children and their parents. In addition, three further limitations will be addressed in 
the format of how this service evaluation might be meaningfully extended in the 
future. Firstly, this evaluation relied on parent-reports of their child’s behaviour, 
which is at odds with the multi-informant approach emphasised within the SDQ 
literature (Van Roy, Groholt, Heyerdahl, & Clench-Aas, 2010; Stone, Otten, Engels, 
Vermulst, & Janssens, 2010). The findings of this evaluation could be strengthened 
by independent reports, for example teacher completed SDQ measures or 
behavioural observations by a clinician. This approach would not only potentially 
strengthen the findings, but may also provide valuable information about whether the 
child’s behavioural changes are being generalised to other environments.
Secondly, this evaluation utilised pre- and post-measures to understand 
change in symptoms, however, there was no data available to examine whether the 
positive outcomes of the intervention have been maintained. Future evaluation could 
be enhanced by the collection of follow-up measures. This data would be clinically 
relevant as it would enable the service to understand the impact of the intervention 
and devise changes to the intervention that might assist the maintenance and 
development of the positive outcomes over time.
Thirdly, it is important to note that the change in pro-social behaviour was 
not considered when comparing the individual or group interventions, as the pro­
social behaviour scale is not included in calculating the SDQ total which was used in 
the statistical analysis. If this scale was included in the analysis, the findings with 
regards to the comparison between individual and group BMM interventions may 
have been different. Future evaluation may benefit from further consideration of the 
development of pro-social behaviour rather than focussing solely on the change to 
problematic behaviour.
The results of this evaluation have valuable clinical implications for the 
service in which it was based. The positive findings of this service evaluation 
highlight the value of the intervention developed and implemented by this service. 
The results indicate that the BMM successfully reduced symptoms of child
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behavioural difficulties and that both the individual and group interventions were 
associated with reduced symptoms. This finding supports the implementation of both 
modes of intervention, particularly since flexibility in the mode of intervention 
offered by the BMM recognises patient choice in determining the type of 
intervention they receive, in line with the NICE guidelines (NICE, 2008).
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Appendix
1. Ethical considerations
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Since the design of this service evaluation made use of existing data that was 
collected for clinical purposes and subsequently considered for a service evaluation 
project, the participants were not informed of the evaluation and were not invited 
formally consent to the evaluation. To ensure approach to the service evaluation was 
in adherence with NHS Trust policy, the NHS Trusts Clinical Governance 
department were consulted. The outcome of the discussion was favourable as the 
NHS Standard Policy covers the use of existing data for audit and service evaluation. 
Specifically, by opting into assessment/treatment in the NHS clients are consenting, 
unless they explicitly state otherwise, to the data collected as part of their treatment 
to be used for service evaluation and audit. Consequently, formal written consent 
was not necessary for this service evaluation.
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Appendix
2. Reliability Results
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The pre-measure SDQ total and post-measure SDQ total (which both exclude 
the pro-social behaviour scale) were calculated by combining the data from both the 
individual and group measures and produced acceptable reliability coefficients of a= 
.75 and a =.87 respectively. When separately examining the reliability of the pre- 
and post-SDQ measures completed by parents participating in either the individual or 
group interventions, reliability coefficients for the SDQ total were acceptable ranging 
from a=.73 to a=.87. However, the reliability coefficients for the subscales 
comprising the SDQ were diverse, but somewhat lower than the scale total, ranging 
from a= .20 to a=.80.
90
SERVICE RELATED RESEARCH PROJECT
Table 1: SDQ Pre-Measure Reliability Completed by Parents in Group and
Individual Interventions
Scale/Item Corrected Item-Total 
Correlations
Alpha Reliability Coefficient
Group Individual Group Individual
Emotion .58 .75
Symptoms Scale
Q3 .20* .43
Q8 .60 .52
Q13 .46 .62
Q16 .17* .35
Q24 .33 .65
Conduct Problems .76 .67
Scale
Q5 .27* .29*
Q7 .42 .43
Q12 .79 .47
Q18 .67 .40
Q22 .54 .56
Hyperactivity Scale .59 .77
Q2 .38 .81
Q10 .44 .73
Q15 .36 .74
Q21 .64 -.01*
Q25 .07* .56
Peer Problems .63 .65
Scale
Q6 .57 .18*
Q ll .23* .44
Q14 .38 .57
Q19 .34 .43
Q23 .51 .31
Prosocial Scale .68 .73
Ql .15* .47
Q4 .43 .41
Q9 .71 .59
Q17 .60 .54
Q20 .31 .47
Total Pre-SDQ .73 .77
(excluding
Prosocial Scale)
*Not adequately correlated with the scale total. Alpha Reliability Coefficient would 
be improved if the item were removed.
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Table 2: SDQ Post-Measure Reliability Completed by Parents in Group and 
Individual Interventions
Scale/Item Corrected Item-Total 
Correlations
Alpha Reliability Coefficient
Group Individual Group Individual
Emotion 
Symptoms Scale
.80 .78
Q3 .34 .38
Q8 .80 .60
Q13 .56 .67
Q16 .59 .52
Q24 .66 .70
Conduct Problems .66 .80
Scale
Q5 .43 .45
Q7 .42 .43
Q12 .76 .40
Q18 .63 .46
Q22 .68 .39
Hyperactivity Scale .20 .80
Q2 .34 .73
Q10 .36 .46
Q15 .06* .65
Q21 -.26* .47
Q25 .13* .66
Peer Problems .79 .65
Scale
Q6 .76 .38
Q ll .50 .43
Q14 .40 .58
Q19 .69 .50
Q23 .51 .17*
Prosocial Scale .65 .77
Ql
Q4
Q9
Q17
Q20
.43
.54
.26*
.64
.21*
.64
.40
.67
.44
.56
Total Post-SDQ 
(excluding Pro­
social Scale)
.87 .86
*Not adequately correlated with the scale total. Alpha Reliability Coefficient would 
be improved if the item were removed.
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Appendix
4. Parametric Assumptions
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The distribution was not significantly different to a normal distribution, for 
both group and individual interventions (Table 3: Summary of Tests of Normality). 
Furthermore, homogeneity of variance was assumed on the basis of no significant 
difference in the variance between the pre- and post- SDQ results for group and 
individual (table 4). The results indicate that the tests will have low power. 
Consequently, both parametric and non-parametric tests were used to ensure a robust 
analysis.
Table 3: Summary of Tests of Normality
Kolmogorov-Smirnov
Statistic (df) ____ ,P
Shapiro-Wilk
Statistic (df) _ P
Group
Individual
.11(17) 
.15 (27)
.20
.15
.96 (17)
.95 (27)
.61
.13
Table 4: Summary of Homogeneity of Variance
Levene’s (Mean)
Statistic P
Pre- SDQ 
Post-SDQ
.072
1.59
.79
.21
94
SERVICE RELATED RESEARCH PROJECT
Appendix
5. Evidence of Dissemination to the Service
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From: VMpMOTHMt % *#****#####**###
Sent: 16 August 201115:50
To: Taylor J Miss (PG/R - Psychology)
Subject: RE: Service Evaluation electronic document
Dear Joanne,
I am writing to say a very big "Thank You" for all your hard work on 
this, and for the time you took yesterday to come and talk to everyone 
in the Team here at about your project.
We were all very interested (and gratified) to hear that the manual has 
been shown to be as effective as we thought, and your written summary 
was succinct and informative. 1, personally, was impressed with the way 
you were able to answer everyone's questions about your study, and by 
the thoughtful way you had considered the implications for services.
I have not yet had a chance to read the full document, but will do so 
soon. Do I have your permission to share this within the Trust please, 
as there Is a possibility that your evaluation will support a wider use 
of the manual?
I wish you all the very best of luck.
Kind Regards
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Abstract
This thesis explored adolescent inpatients’ narratives about their experiences of 
social support from their significant attachment figures during their transition into a 
psychiatric hospital. This qualitative study used multiple approaches from Narrative 
Analysis to examine the structure and tone (Gergen & Gergen, 1988), the content 
(narrative themes) (Murray, 2003; Riessman, 2008) and how their narratives were told 
(process analysis) (Riessman, 2008). An object sculpting (OS) task was used to enrich 
the interview process and was interpreted using a spatial analysis based on observation 
and systemic theory (Dallos & Draper, 2010). One young man and five young women 
were interviewed during their admission and their narratives are presented as a case 
series. In addition, narrative and process themes were collated from across all 
participants’ narratives to provide an overall summary of the data. The implications of 
the findings for policy and clinical practice are discussed and suggestions for further 
research are provided.
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Introduction 
Orientation to the Thesis
This thesis opens with a statement of my position. I then describe the 
research aims, provide a literature review and state the research questions. The 
following chapter sets out the methodology, including the three stages to narrative 
analysis (NA),the approach used to interpret the OS and the process for collating the 
narrative and process themes. The results chapter opens by situating the sample; a 
full case study is then presented. Summaries of the remaining five participants’ 
narratives are provided in the results, with the full analyses in Appendices 6-10. 
Narrative and process themes collated from across the case series are then presented 
and discussed with reference to existing research and theory. The discussion chapter 
addresses the clinical applications of the results and reflections on the research 
process. The discussion concludes with consideration of the strengths and 
weaknesses of the research and suggestions for future research.
Statement of Position
NA emphasises the co-construction of stories and meaning (Riessman,
1993). I open this thesis by stating my personal and professional experiences that are 
pertinent to the research topic to enable the reader to understand how my position 
may have influenced the co-construction of the narratives.
I am a twenty eight year old woman of White-British origin. I am from a 
nuclear family with two younger siblings. We were raised with family values 
regarding ‘togetherness’, influenced by my mother who became estranged from her 
family following the death of her father. This experience was significant in fostering 
my interest in attachment and systemic theories, which make sense of the dynamics 
within relationships and the impact of separation and loss.
Prior to Clinical Psychology training I worked in an adolescent psychiatric 
hospital. This directly influenced my interest in this research topic and informed my 
assumptions about the impact that psychiatric hospitalisation may have on 
interpersonal relationships. I observed that young people’s relationships with their 
family and friends in the community changed substantially, and they often formed 
relationships with staff and other inpatients. Throughout the research process I was 
mindful of how my experience may have influenced the research.
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Research Aims
This qualitative thesis provides an in-depth analysis of a small sample of 
adolescent inpatients’ stories. It aims to explore how young people narrate their 
experiences of receiving support from significant attachment figures during their 
transition into a psychiatric hospital. The present research is underpinned by 
attachment theory (Bowlby, 1988) and attachment narrative therapy (ANT) (Dallos 
& Vetere, 2009). It endeavours to extend the existing literature in the field by 
providing richer descriptions of social support and relationships from the perspective 
of adolescent inpatients, resulting in implications for policy and clinical practice.
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Literature Review
Search Strategy
PsychlNFO, PsycARTICLES, JSTOR, Google Scholar and Reference 
Works databases were searched with various combinations of the following terms; 
adolescent (adolescence), relationships, development, psychopathology, psychiatric 
hospital (admissions), attachment theory, narrative psychology, systemic theory, 
social support and resilience. Dates were set for articles since 2000. Books were 
accessed from the university library and references identified from within sources 
were obtained.
Literature Review Plan
Firstly, I will introduce attachment theory, describing:
• Bowlby’s theory (1988) and the dynamic-maturational model (Crittenden,
1997).
• Attachment narrative therapy (ANT; Dallos, 2006; Dallos & Vetere, 2009) as 
a framework of integrating attachment, narrative and systemic theory.
Secondly, I will present developmental theories and research regarding adolescence, 
including:
• Developmental psychopathology
• Interpersonal and intrapersonal development.
Thirdly, I will review the literature on social support, including:
• Defining social support.
• Examining social support during adolescence.
• Exploring the relationship between social support and mental health.
Fourthly, I will review the literature on adolescent psychiatric hospitals:
• Describing the criteria for admissions and the demographics of inpatients.
• Exploring the nature of social support during inpatient admissions.
Finally, I will provide the:
• Rationale for the current study.
• Research questions.
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Attachment Theory 
Bowlby’s theory of attachment.
At the foundation of attachment theory is the notion that humans have an 
evolutionary instinct to search for security and comfort from relationships to promote 
survival (Bowlby, 1988). Bowlby’s attachment theory focuses primarily on the 
dyadic relationships between the caregiver and child. A good enough caregiver is 
understood to provide a ‘secure base’ to the child (Bowlby, 1973), though being 
attuned to the child’s needs, creating a sense of comfort and security that enables the 
child to feel safe in exploring their environment (Bowlby, 1973). Our need for a 
secure base is thought to continue across the lifespan, diversifying from parent(s) to 
friends and/or intimate partners (Mayseless & Popper, 2005). Kazan and Shaver 
(1994a) suggest there are two additional defining features of an attachment 
relationship; ‘proximity maintenance’ which refers to attempts to remain near to the 
caregiver and ‘safe haven’ which refers to seeking comfort from the attachment 
figure in times of distress.
Bowlby (1988) argued that our experiences of eliciting and receiving care 
shape our internal working models (IWM), guiding our expectations about the nature 
and function of relationships (Bretherton & Munholland, 1999). A secure attachment 
is thought to arise when there is good enough attunement and responsiveness to the 
child’s needs, leading the child to develop IWMs that they are deserving of care and 
that others are available to meet their needs. When a caregiver is inconsistent or 
insensitive the child may develop an IWM that others are unavailable. Disrupted 
communication, prolonged absence, and signs of rejection and abandonment are all 
understood to be experienced as threats to the availability of the attachment figure 
(Adam, Gunnar & Tanaka, 2004). It is therefore argued that the caregiver’s response 
to the child’s attachment needs organises the child’s attachment system into styles of 
relating, such as, Secure, Avoidant, Anxious-Ambivalent and Disorganised 
(Ainsworth, Blehar, Waters, & Wall, 1978, cited in Crittenden, 1997; Crittenden 
1985; Main & Hesse, 1990).
Attachment theory has been criticised for reducing attachment to trait-like 
styles of relating that oversimplify relationships and how we make sense of our 
experiences (Dallos & Vetere, 2009). Attachment may therefore be better 
conceptualised as secondary behavioural strategies (hyperactivating / deactivating)
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(Dallos & Vetere, 2009), enabling attachment to be seen as a process in which 
different attachment behaviours may arise in different relationships (Bakermans- 
Kranenburg & Van IJzendoom, 2009; Mikulincer & Shaver, 2007). Attachment 
strategies develop in the backdrop of attachment insecurity to regulate affect and 
relationships. The strategy used depends on whether seeking proximity to the 
attachment figure is possible or worthwhile (Mikulincer & Shaver, 2007). 
Deactivating attachment strategies are argued to arise from early experiences of 
having emotional expression dismissed by a caregiver and are characterised by 
disengaging from information that elicits negative affect and minimising emotional 
expression. Hyperactivating attachment strategies arise from receiving inconsistent 
comfort, resulting in the individual closely monitoring their caregiver’s behaviour 
and amplifying their expression of distress to attract attention. Attachment strategies 
therefore represent an attempt to develop a workable relationship with a caregiver, 
maximising the possibility that our attachment needs will be met (Mikulincer & 
Shaver, 2007). As such, attachment strategies are functional in the caregiver 
relationship in which they developed but may be problematic when generalised to 
other relationships (Mikulincer & Shaver, 2007).
Attachment theory has been used to explain how individuals perceive their 
experiences of social support and how they engage with their network, since IWMs 
guide expectations about the availability and responsiveness of significant others 
(Collins & Feeney, 2000). Ognibene and Collins (1998) found that secure and 
preoccupied2 attachment styles were associated with individuals seeking more 
support because proximity seeking was perceived to be viable. In contrast, 
individuals with dismissive attachment styles were likely to avoid seeking support 
when distressed because they experience others as consistently unresponsive and 
unavailable (Ognibene & Collins, 1998).
The dynamic-maturational model.
The Dynamic-Maturational Model (Crittenden, 1997) provides a framework 
for understanding how attachment classifications become more complex across the 
life cycle. Crittenden’s model (1997) suggests that as the human brain develops we 
are able to encode IWMs in different memory systems (from procedural, to sensory,
2 Dismissive and preoccupied are terms used for adult attachment and are equivalent to avoidant and 
anxious attachment styles respectively.
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to semantic, to episodic and finally an integration of all memory systems). 
Experiencing a secure attachment helps the child to integrate cognition and emotion, 
enabling them to draw on all memory systems. Integration of memory systems is 
closely tied to reflective functioning and narrative capacity, since it underpins an 
individual’s capacity to deliver a coherent account of themselves and their 
experiences (Crittenden, 1997). Insecure attachment experiences are thought to result 
in distorted memory systems, impairing the process of integration. Specifically, 
deactivating attachment strategies are proposed to result in reliance on sematic 
memory with distortion of cognition and omission of affect. Hyperactivating 
attachment strategies are proposed to reflect reliance on episodic memory with 
distortion of affect and omission of cognition (Crittenden, 1997). Distortion limits 
the possibility that IWMs will be modified in light of new attachment experiences, 
thus increasing the likelihood that attachment strategies will be generalised to future 
relationships. However, according the model ‘conditions’, such as therapy, loss, and 
development, can rectify distortions enabling integration (Crittenden, 1997, pp. 51).
A systemic view of attachment relationships in families
Attachment patterns appear to be transmitted through family generations 
(Benoit & Parker, 1994). However, multiple and diverse attachment relationships are 
likely to exist between different members of a family system. Consequently, 
attachment theory’s emphasis on the mother-child dyad has therefore been criticised 
for being an oversimplification of family relationships (Byng-Hall, 1995a).
The caregiver’s response to the child’s attachment needs may be informed 
by their own attachment experiences and strategies (Benoit & Parker, 1994). Parental 
responsiveness and reflective capacity have also been identified as factors that may 
mediate the transmission of attachment through family generations (Berlin, Zeanah, 
& Lieberman, 2008). However, family narratives about roles, relationships and 
capacity to parent are likely to influence the beliefs, behaviour and patterns of 
communication within the family system (Dallos & Vetere, 2009), thus informing the 
nature and function of relationships.
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Attachment narrative therapy: An integration of attachment, narrative and 
systemic theory and approaches.
Attachment narrative therapy (ANT; Dallos, 2006; Dallos & Vetere, 2009)
integrates attachment, systemic and narrative approaches, and therefore takes a more 
complex view of relationships, extending attachment dynamics beyond the dyad. 
Theoretical overlap exists between attachment and systemic theories since both 
recognise that insecure relationships can arise in the context of ‘open’ and ‘closed’ 
communication patterns, which give rise to different rules about the content and 
nature of communication (Dallos & Vetere, 2009). The integration of systemic and 
attachment theories allows for patterns of interaction within the family to be 
understood, without overlooking the individuals’ emotions and beliefs. For example, 
family rules that feelings should not be expressed may lead to strategies that dismiss 
or minimise emotions.
According to the ANT model, stories that we create about relationships 
influence how we relate to others and how problems develop (Dallos & Vetere, 
2009). The act of telling a story and the reactions of others to hearing our story 
shapes the narrative, and how we make sense of our experiences. Moreover, telling 
emotive and painful stories activates our defences to protect us from experiencing 
memories or emotions, but this typically subjugates parts of our narrative (Dallos & 
Vetere, 2009).
Development during Adolescence
Developmental psychopathology.
Adolescence is defined as the period of transition between childhood and 
adulthood during which significant biological, psychological and social change 
occurs (Holmbeck et al., 2000; Steinberg, 1999). Contrary to earlier theories that 
suggested adolescence was a period of “storm and stress” (Hall, 1904, cited in 
Arnett, 1999, pp. 1), current research suggests adolescence is not a period of 
normative disturbance (Steinberg, 1999); rather, the vast majority of adolescents 
overcome the challenges of this developmental period without significant impact to 
their social and emotional functioning (Steinberg, 1999). Despite this finding, there 
is a lack of research examining ‘normative’ development during adolescence 
(Steinberg & Morris, 2001).
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Longitudinal research has found that internalising and externalizing 
problems peak during adolescence and gender differences arise in the nature and 
prevalence of problems (Avenveoli & Steinberg, 2000; Nolen-Hoeksema & Girgus,
1994). Whilst some problems occurring during adolescence may reflect 
experimentation (Johnson, Bachman & O’Malley, 1997, cited in Steinberg & Morris, 
2001), longitudinal studies have found that many problems reflect difficulties in 
earlier development. Specifically, attention and conduct problems in childhood have 
been associated with later delinquency and substance misuse (Fergusson & 
Horwood, 2003). Likewise, adolescents with depression have commonly experienced 
other internalising disorders during childhood (Steinberg & Morris, 2001). The 
increased prevalence of problems during adolescence has been explained by the 
culmination of earlier life experiences and developmental processes, including 
puberty (Wichstrom, 1999), stressful life events (Petersen, Sarigiani & Kennedy, 
1991) and cognitive development (Nolen-Hoeksema, Girgus & Seligman, 1991).
Intrapersonal and interpersonal development.
Erikson (1968) described adolescence as the period of identity formation, 
where the individual becomes more aware of how they are perceived by others. 
However, Erikson’s theory has been criticised for exaggerating developmental 
processes because it was developed using clinical samples (Smith, Cowie & Blades,
1998). It was later challenged by the proposal that identity formation does not occur 
until late adolescence to early adulthood (Meeus, ledema, Helsen & Vollebergh,
1999). Newman and Newman (1991) subsequently proposed a revision to Erikson’s 
model, with the addition of an early adolescence stage (age 12-18), in which the 
developmental task is to become connected to a peer group. However, these theories 
have been criticised for failing to provide a holistic account of human development 
across the lifespan, for overlooking the ecological context and failing to 
accommodate diversity (Lemer, Agans, DeSouza & Gasca, 2013., Noam, 1999). 
Contemporary theories of development, such as the relational developmental systems 
model (RDSM) (Overton, 2013) have therefore focussed on the multi-directional 
relationships that exist between all components of the individual and context. Unlike 
previous stage theories, the RDSM conceives that individuals are both products of 
change and active agents in their own development (Spencer, 2008). Specifically,
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individuals are seen to be dynamic components of the multilevel ecology of human 
development (physiological, behavioural, social/relational and cultural 
domains) (Bronfenbrenner, 2005), not just passive recipients of biology and 
environmental/contextual factors influencing their development. Thus, the processes 
of human development are understood to be highly complex and ever changing 
across individuals, settings and time (Lemer, Agans, DeSouza & Gasca, 2013).
Support Networks 
Definitions.
Social support is a complex and multifaceted concept characterised by 
feeling loved, valued and having a sense of belonging (Cobb, 1975). Tardy (1985) 
suggests that understanding experiences of social support requires consideration of 
five components, (1) whether support is given or received; (2) whether the support is 
enacted or freely available; (3) the type of support received (e.g. emotional); (4) the 
support provider; and (5) evaluation of the support received. However, in research 
social support is commonly measured through social embeddedness and perceived 
social support. Social embeddedness describes the density of connections to others, 
such as peers, family and community (Wellman, 1981), whilst perceived social 
support describes an individual’s perception of the availability and quality of the 
support they receive (Demaray & Malecki, 2002).
Adolescents’ social support networks.
During adolescence there is significant change to interpersonal relationships 
(Allen, 2008). Attachment dynamics are thought to be present in a wider range of 
relationships (Mayseless, 2005), since adolescents approach different people for 
different types of support depending on the context (Valle, Bravo, Lopez, 2010). 
Developing independence from parents is often mentioned in the literature and is 
proposed to coincide with forming emotionally closer friendships and romantic 
relationships (Collins & Laursen, 2004). The closeness and quality of the parent- 
child relationship is thought to decline as adolescents develop more independence 
(Collins & Laursen, 2004). Yet adolescents continue to need parental support in 
regulating their intense emotions when their peer and romantic relationships become 
problematic (Dallos & Vetere, 2009).
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Research findings regarding the provider of emotional support during 
adolescence are inconsistent. Some findings propose that adolescents access less 
emotional support from their family and more emotional support from their peers 
(Furman & Buhrmester, 1992; Klineberg et ah, 2006), whilst other findings indicate 
that emotional support provided by peers and parents remains constant (Helsen, 
Vollebergh & Meeus, 2000; Demaray & Malecki, 2002). Research has also 
highlighted the role of non-parental adults in providing emotional support, including 
teachers, extended family and family friends (Sterrett, Jones, McKee & Kincaid, 
2011). However, studies are difficult to compare due to variation in the definitions of 
support and variation in the age range considered to represent the period of 
adolescence.
Gender differences have been found in how young men and women use 
their social support network. Young men appear to use action-oriented strategies, 
whereas young women use talking-based strategies (Young, 1981). Bokhorst, Sumter 
and Westenberg (2009) found that young women perceived that they had access to a 
broader support network (Demaray & Malecki, 2003). Quantitative research 
exploring adolescents’ social embeddedness and perceived social support found that 
young women reported having more supportive friendships, although young men and 
women were found to be equally satisfied with the support they received from their 
friends (Colarossi, 2001; Colarossi & Eccles, 2003). Adolescent males were found to 
access more support from their fathers, but no differences were found between young 
men and women’s access to support from other adults (Colarossi, 2001; Colarossi & 
Eccles, 2003).
Relationship between social support and mental health problems.
People at risk of mental health problems are proposed to have IWMs which
limit their capacity to manage stress, leading them to develop maladaptive coping 
strategies (Adshead, 1998). Moreover, IWMs associated with insecure attachment 
patterns result in reduced capacity to process emotional and cognitive information 
about relationships, and impaired capacity to mentalise the thoughts and feelings of 
others (Dallos, 2006; Fonagy, Steele, Moran, Steele, & Higgitt, 1991). Consequently, 
individuals with insecure attachments may be more vulnerable to on-going 
relationship difficulties (Cooper, Shaver & Collins, 1998).
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Rosenstein and Horowitz (1996) examined the associations between 
attachment and psychopathology in a sample of 60 hospitalised adolescents (32 men 
and 28 women). They found that dismissive attachment styles were predominantly 
found in young men and were associated with externalising problems, such as 
conduct disorder, substance misuse, and narcissistic and/or antisocial personality 
disorders. In contrast, preoccupied attachment styles were associated with 
internalising problems, such as mood disorders, and obsessive-compulsive, 
histrionic, borderline and/or schizotypal personality disorders. In a similar study, 
Allen, Hauser & Borman-Spurrell (1996) found that almost all participants in their 
sample of 66 adolescent inpatients were insecurely attached, and typically had 
relationship difficulties associated with unresolved attachment trauma. They 
concluded that insecure attachment strategies increased vulnerability to 
psychopathology by limiting the individual’s capacity to accurately evaluate social 
interactions, resulting in their negative expectations about relationships becoming a 
self-fulfilling prophecy. Strong peer relationships have been identified as a protective 
factor against developing emotional and adjustment problems during adolescence 
(Holmbeck et al., 2000) and are thought to have a direct and indirect effect on mental 
health (Cohen, Gottlieb & Underwood, 2001; Colarossi & Eccles, 2003). Relational 
resilience suggests that resilience is not an individual quality but rather develops 
through participating in “growth-fostering” relationships that promote intellectual 
development, enhance self-worth and give the experience of connectedness 
(Hartling, 2008, pp. 51). The security of supportive relationships may prevent, 
moderate or counteract the negative impact of stress through enhancing self-esteem 
and increasing the individual’s confidence in their ability to cope (Sandler, Miller, 
Short & Wolchik, 1989). Stanton-Salazar and Spina (2005) found that young people 
with mental health problems typically confided in close friends, -rather than family 
or professionals. However, adolescents seen in mental health services have 
commonly experienced friendship problems (Weisz & Hawley, 2002).
Resilience to adverse life events may be enhanced by familial support 
(Cowen & Work, 1988). Rosenberg and McCullough (1981) found that ‘mattering’ 
to parent(s) was associated with better adolescent mental health, possibly because it 
indicated security in the relationship. Likewise, authoritative parenting, characterised 
by consistent boundaries, warmth and emotional support has been proposed to
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promote healthy psychological and social development (Steinberg, 1990). 
Conversely, excessive autonomy and a lack of parental authority have been found to 
contribute to the development of emotional and behavioural problems during 
adolescence (Bayalin, 1990; Delhaye et ah, 2012).
Adolescent Psychiatric Inpatient Units 
Characteristics.
Psychiatric hospital admissions in the United Kingdom are long in duration 
compared to international standards, because few alternative treatment options exist 
in the community (Green et ah, 2007; Jacobs et ah, 2009). Psychiatric hospitals are 
therefore an integral component of psychiatric services, offering safety and 
containment during periods of crisis (Gosselin & DeMaso, 2009) for adolescents 
with severe and complex mental health or behavioural difficulties (Hanssen-Bauer et 
ah, 2011; Tonge, Hughes, Pullen, Beaufoy & Gold, 2008). Statistics from the Royal 
College of Psychiatry’s census of young people admitted to psychiatric hospital 
(n=663) revealed that adolescent admissions (13-18 years of age) were more 
prevalent for females than males, with an overrepresentation of young people from 
ethnic minority groups (O’Herlihy et ah, 1999). Young women were most commonly 
admitted with diagnosed Eating Disorders (33%), Mood Disorders (19%) and 
Psychosis (14%), whereas young men were admitted with diagnosed Psychosis 
(35%), Mood Disorders (22%), Conduct Disorders (6%) and Eating Disorders (6%) 
(O’Herlihy et ah, 1999). Paterson, Bauer, McDonald and McDermott (1997) found 
that family dysfunction, economic disadvantage and single-parent families were 
common among adolescent inpatients. It has been argued that community teams have 
difficulty meeting young people’s complex social needs (Jacobs et ah, 2009; 
Paterson et ah, 1997). However, inpatient admissions have been criticised for only 
alleviating community-related difficulties for the duration of the admission (Green et 
ah, 2007).
Social support during psychiatric admissions.
Generic reviews of psychiatric hospitalisation suggest that admissions result 
in improved interpersonal relationships (Blanz & Schmidt, 2000; Gowers & 
Rowlands, 2005). The opportunity to form relationships with other young people on 
the ward has been identified to have a positive impact on young people’s access to
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peer relationships (Grossoehme & Gerbetz, 2004). These peer relationships were 
beneficial in helping young people to reach their goals during their admission 
(Piersma, 1986) and to feel accepted by a peer group (Marriage, Petrie & Worling, 
2001). Consequently, the ‘psychological needs’ of adolescents may be best met 
through a facultative ward environment that enhances supportive relationships with 
other inpatients and staff (Colton & Pistrang, 2004.,Stanton-Salazar & Spina, 2005).
More recently, Moses (2011) analysed 80 semi-structured interviews with 
adolescent inpatients using thematic analysis to establish helpful and unhelpful 
aspects of their psychiatric hospital admission. Interpersonal support was identified 
as one theme pertaining to helpful experiences. Young people generally reported 
feeling accepted by other young people, which normalised their difficulties 
and resulted in them feeling less isolated. Moses (2011) concluded that interpersonal 
relationships and ward milieu were important in influencing patients’ mental health. 
However, there are some limitations of the paper that question the rigor of the 
analysis. Foremost, Moses (2011) was not transparent about the theoretical 
assumptions underpinning the analysis, preventing the reader from evaluating the 
factors that may have shaped the emerging themes. It is particularly important to 
state this when using thematic analysis because this method can be used across a 
range of epistemologies (Braun & Clarke, 2006). In addition, this research was 
conducted on a large sample and sought to provide a broad overview of the 
data. Whilst this is acceptable for thematic analysis, it hinders the analysis from 
capturing the complexity and nuances within the data.
Young (1981) found that some patients were able to maintain relationships 
with friends outside the hospital through home visits, regular telephone calls and 
writing letters. However, the methods of communication used by young people have 
changed dramatically since the 1980’s with the growth of the internet and social 
media (Pridgen, 2010). More recent survey research found that young people became 
disconnected from friends when hospitalised (Gusella, Ward & Butler, 1998), which 
found to be the most common factor in triggering hospital-related stress (Sandler et 
al., 1989).
A recent qualitative study by Haynes, Eivors & Crossley (2011) was 
particularly influential in developing the current research because their findings 
illuminated young people’s experiences of a range of relationships during their
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admission to a psychiatrie hospital. They used grounded theory to analyse interviews 
with 10 adolescents regarding their experiences of psychiatric hospital. Their 
findings suggested that adolescent inpatients became ‘disconnected’ from friends and 
family in the community, leading them to feel ‘isolated’ (pp. 152). Young people 
who had long admissions were found to believe that they had lost their role within 
their family leading them to feel ‘helpless’ (pp. 152). Friendships in the community 
were reported to be difficult to maintain, possibly due to stigma and prejudice 
associated with hospital admissions. Haynes et al. concluded with the 
recommendation that young people were supported to remain connected to their 
relationships in the community. However, their research interviews were conducted 
with young people either during their admission or once they had been discharged, 
seemingly without consideration of how the change in the participant’s status as a 
psychiatric patient may have affected their perspectives on their admission. 
Moreover, there was a significant lack of transparency which is essential to the rigor 
of qualitative research (Elliott, Fischer, & Rennie, 1999). For example, the authors 
appropriately used theoretical sampling but failed to explain how their sampling 
strategy changed with their emerging theory. Likewise, there was no explanation of 
how they initially developed their interview schedule or how it was adapted to 
facilitate testing of their emerging theory.
A hospital admission is likely to activate the attachment system due to being 
in an unfamiliar environment (Adshead, 1998) separated from attachment figures 
(Heard, 1981). The behaviour observed on the ward may therefore reflect attachment 
strategies being used to regulate affect and to attract care from the hospital staff 
(Adshead, 1998). Health care professionals may become interim attachment figures 
because of their role in containing patients’ emotions (Adshead, 1998; Bolwby, 
1979; Haynes et al., 2011). Research has found that relationships with staff, 
characterised by genuine care and respect were perceived to be an important benefit 
of an inpatient admission (Moses, 2011; Piersma, 1986). However, young people 
have also been found to feel ‘dominated’ by professionals during their admission 
(Haynes et al., 2011, pp. 154).
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Rationale for the Current Study
Young people presenting to services with mental health problems have been 
found to have complex mental health and social difficulties (Jacobs et ah, 2009), 
including family dysfunction (Paterson et ah, 1997) and peer problems (Weisz & 
Hawley, 2002). Previous research has suggested that there may be an association 
between adolescent mental health problems and insecure attachment strategies (Allen 
et ah, 1996; Rosenstein & Horowitz, 1996). Specifically, insecure attachment 
strategies have been found to reduce emotion regulation and promote the use of 
maladaptive coping (Adshead, 1998). Moreover, experiences of early insecure 
relationships may indirectly affect mental health by reducing one’s capacity to form 
and maintain socially supportive relationships that foster resilience (Hartling, 2008). 
In particular, insecure attachment strategies have been found to limit access to social 
support by distorting perceptions of the availability of supportive relationships 
(Collins & Feeney, 2000), thus affecting support seeking behaviours (Ognibene & 
Collins, 1998).
Existing research has identified that admissions result in significant 
restructuring to adolescent inpatients interpersonal relationships, with both positive 
and negative effects on their access to social support. Physical separation from 
family and community may result in young people becoming ‘disconnected’ from 
their existing social support network (Haynes et ah, 2011), but young people form 
new support networks within the hospital (Grossoehme & Gerbetz, 2004; Moses, 
2011). However, existing research has not explored young people’s access to socially 
supportive relationships during the transition into hospital, taking account of what 
their relationships were like before their admission. Exploring relationships prior to 
an admission may be important in contextualising the impact that hospitalisation has 
had on young people’s access to social support. The current study therefore aims to 
explore young people’s stories about their access to social support preceding and 
during their admission, with a view to capturing the transition between relationships 
in the community and hospital environment.
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Research Questions
How do adolescent inpatients make sense of and narrate their experiences of 
accessing support from their significant attachment figures during their transition 
into a psychiatric hospital?
What meaning do they attribute to their relationships with their social support 
network (major attachment figures) before and during their admission?
How do adolescent inpatients maintain connections to their existing support network 
during their psychiatric hospital admission? What supports them to do this?
Methodology 
Aim
This research aims to understand and represent participants’ narratives 
regarding their experiences of social support with key attachment figures during their 
transition into a psychiatric hospital. Consideration will be given to how they make 
sense of their individual experiences and how they narrate their stories.
Design
A qualitative case series design has been used to provide a detailed analysis 
of a small sample of adolescent inpatients’ stories. Flyvbjerg (2006) argues that case 
study research makes valuable contributions to social sciences, with the in-depth 
analysis compensating for the lack of breadth in the research. Semi-structured 
interviews were organised around two object sculpts (OS), which supported young 
people to tell their attachment narratives. The OSs were constructed to represent 
young peoples' support networks before and during their admission. They were 
explored in the interview by discussing the qualities of the individuals included in the
0 5  and the emotional closeness and distance of the relationships portrayed. The OSs 
were interpreted using visual analysis (Riessman, 2008) and systemic theory (Dallos
6  Vetere, 2009). Each interview was analysed using multiple NA methods to 
examine what was said, how it was said and why it may have been expressed in a 
particular way (Murray, 2003; Riessman, 2008). . Each participant’s narrative was 
fully analysed, then narrative and process themes were collated from across the case 
series.
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Personal position regarding narrative analysis.
I am committed to the role of scientist-practitioner, valuing the reciprocal 
relationship between research and clinical practice. I favour qualitative research 
methods because I enjoy exploring how people make sense of their lived experience. 
NA appeals to me because of its social constructionist epistemology, particularly the 
idea that we use language to construct versions of our reality within social contexts 
(Willig, 2012). However, I also believe that our attachment strategies are central to 
our ability to reflect on and narrate our experiences of relationships (Crittenden, 
1997; McAdams, 1993).
Definition of ‘narrative’ in this research.
‘Narrative’ and ‘story’ are synonymous terms and they are used 
interchangeably in this thesis (Gilbert, 2002). Narratives are interpretations of the 
past, present and/or future rather than accurate reflections of events, because they are 
shaped by subjective experience, interpersonal interactions and contextual factors 
(Gilbert, 2002).
Theoretical and methodological rationale for using narrative analysis.
Narrative psychology proposes that we use stories’ to order and make sense
of our lives (Gilbert, 2002). . Consequently, the need to construct a story may be 
most pronounced when something novel or unexpected is experienced (Murray & 
Sargeant, 2012). NA has therefore been used to explore participants’ experiences and 
understanding of transitions (Frost, 2009). As such, NA was directly relevant to 
researching adolescents’ admission into hospital and the potential change in their 
relationships during this transition.
Participants 
The research site.
The research site used in this study was typical of acute psychiatric hospital 
services in the private sector. Interventions were provided through the group milieu, 
education, individual therapy and medication. There were no significant 
organisational or staffing changes during the research period.
Recruitment.
To be eligible to participate, adolescents had to be between 15 and 18 years 
of age and an inpatient at the time of data collection. They could be admitted to the
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hospital either informally or under section of the Mental Health Act (2007). 
Participants were required to speak sufficient English to undertake the interview 
without needing an interpreter. Participants were excluded if they were deemed to be 
in an acute psychotic episode or if they had a learning disability that would impair 
their capacity to consent.
Eligible participants were identified by the field supervisor for this research. 
With agreement of the multi-disciplinary team (MDT), eligible participants were 
invited to meet individually with the field supervisor to discuss the research and the 
consent procedure. If they consented to participate, the person with parental 
responsibility for the young person was contacted to seek their written consent. 
Reminder letters were sent one week after the initial consent letter. Child and 
Adolescent Mental Health Services (CAMHS) were also required to consent to the 
young person participating. Once all parties had consented, interviews were arranged 
through the charge nurse and were scheduled to occur outside of the ward program.
Sample.
Gilbert (2002) argues that NA involves an in-depth exploration of the data 
and therefore requires small samples that range from one to ten participants. For this 
research, the aim was to recruit six to eight participants depending on the level of 
detail obtained in the interviews.
The final sample consisted of five young women and one young man 
recruited by purposive sampling. Participants’ ages ranged from 16 to 18, with a 
mean age of 16 years and 7 months. The length of admission ranged from 2 months 
to 2 years and 6 months. In accordance with the qualitative research guidelines 
proposed by Elliott et al (1999) a table of participants’ demographic details has been 
provided at the start of the results section to ‘situate the sample’.
Procedure 
Stakeholder involvement.
The research was developed in collaboration with my university research 
supervisor and two Psychiatrists from separate adolescent psychiatric hospitals. A 
service user representative from the University of Surrey was also consulted. The 
research proposal was approved by the South East Coast National Research Ethics
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Committee and the Faculty of Arts and Human Sciences Ethics Committee at the 
University of Surrey (Appendix 1).
Interview methodology.
Developing interview questions.
The interview schedule was developed in consultation with my supervisors. 
Questions were guided by the literature review, systemic theory (Vetere & Dallos, 
2003), ANT literature (Dallos & Vetere, 2009) and using my clinical experience with 
adolescents in psychiatric hospital settings. Questions were designed to elicit 
participants’ stories about being supported and to explore the construction of their 
OSs. The interview schedule can be found in Appendix 2.
Object sculpting.
OSing is not an evidenced research tool, but it is used in family therapy 
(Dallos & Draper, 2010) and ANT (Vetere & Dallos, 2013). Sculpting techniques 
produce a visual representation of how the person constructing the sculpt “thinks and 
feels about relationships” in terms of emotional closeness and distance (Dallos & 
Draper, 2010, pp. 59). It easily lends itself to moving through time to explore 
relationships in the past, present and future. As such, OSing is directly relevant to the 
research question.
The OSing task used in the research interviews involved the participant 
selecting buttons of varying colours, shapes and sizes to represent themselves and 
their major attachment figures. These buttons were labelled to indicate who they 
represented and were positioned by the young person in relation to each other to 
create a visual map of their relationships. Two OSs were constructed during each 
interview, the first depicting their social support network preceding their admission 
and the second depicting their social support network during their admission. 
Interview questions were used to explore participants’ choice of button for each of 
the individuals portrayed in their object sculpt and the position of the buttons. 
Participants were also asked to compare the object sculpts they constructed to 
represent their social support network preceding and during their admission.
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Piloting interview questions.
The first interview, with the participant named Paige, was used as a pilot. I 
had known this young person from my work as an assistant psychologist. It was 
hoped that this familiarity would facilitate the interview process and enable me to 
obtain feedback on the interview. Consultation with Paige following the interview 
questions highlighted that the OSing task was confusing. In subsequent interviews, 
the OSs were broken down into smaller steps to clarify the task. Paige’s transcript 
has been included in the analysis and I have considered the impact of our relationship 
in the process analysis.
Interview process.
Face-to-face interviews were conducted at the hospital site. The interview 
began with an introduction to the research. Confidentiality and withdrawal from the 
research were also discussed, and the buttons to be used in the object sculpting were 
counted with the participant in accordance with the hospital security procedure.
The semi-structured interview was used loosely to explore the nature of 
relationships, how young people accessed support and what kind of support they 
received before and during their admission. However, most emphasis was given to 
eliciting the participant’s story. The interviews were audio recorded and the two OSs 
were photographed. The duration of the interviews ranged from 45 minutes to an 
hour and a half, with an average length of 59 minutes. All interviews were 
transcribed verbatim3.
Methodological Considerations
Interviewing adolescents.
Adolescents’ responses in an interview context are usually short and vague 
(Bassett, Beagan, Ristovski-Slijepcevic & Chapman, 2008). The recording device, 
the location and the opening to the interview have all been proposed to have a 
potential ‘silencing effect’ because they formalise the interview and create a power 
imbalance (Bassett et al., 2008, pp. 122). I ensured the room was a comfortable and 
private space, and used my appearance, body language and speech to enhance the 
informality of the interview.
3 Appendix 3 for excerpts from three interview transcripts.
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Field research.
Field research creates a number of methodological challenges, some of 
which I anticipated in the design of this research4. I noted differing agendas and 
priorities regarding the research findings between myself and the research site. I 
intended to use the research for my professional qualification and therefore 
prioritised the rigor of the research and its clinical value, whereas the research site 
was a business and was therefore tom between the clinical value of the research and 
protecting their reputation. Consequently, in designing this research I was required to 
address anxieties about whether the findings could be damaging to the hospital. This 
initially confined my remit of enquiry and I continued to grapple with the dilemma 
when I began data collection. I considered this in the process analyses.
Conducting field research with a clinical population dictates that young 
people are recruited by the clinicians at the hospital site. I therefore had limited 
control over the pace of recruitment and was not privy to discussions about who to 
recruit. I was aware that research activities were dependent on hospital staff having 
time outside of their usual responsibilities. I therefore endeavoured to gently prompt 
my field supervisor about recruitment, made myself flexible to accommodate the 
service’s needs and maintained frequent communication about my availability.
Ethical Considerations
The sensitivity of the interview topic.
The potential for this research topic to evoke powerful emotions was 
recognised. The interview schedule was shared with participants before the interview 
and they were invited to say if there were questions that they did not want to answer. 
The interviews were conducted in a respectful manner, with an open, curious and 
attentive style to support the participant to feel safe and heard. In addition, the 
participants were advised in the information sheet and at the start of the interview 
that they would be debriefed. Additional support was also available on the ward, if 
required. I kept a research log to record my thoughts and emotions and had regular 
supervision with my research and field supervisors to process my emotional reactions 
to the interview material.
4 The discussion chapter includes further reflection on conducting field research.
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Confidentiality.
The participants’ data was confidential and their anonymity has been 
protected. Participants were informed about the boundaries of confidentiality in the 
information sheet and at the start of the interview. Several disclosures made during 
the interviews required me to breach confidentiality. Disclosures will be discussed 
further in each case study and in the Discussion chapter.
Data Analysis
Procedure for narrative analysis.
Several NA approaches were used to provide a rich and multifaceted picture 
of each participant’s story (Esin, 2011).
Constructing a summary of the narrative.
The first stage of analysis involved writing a brief summary of the 
participant’s story which captured the central features of the narrative (Murray, 
2003). Analysis of narrative form was used to construct the summary, providing 
insight into the overall message and emotional tone of the stories (Gergen & Gergen, 
1988). Narrative form refers to directionality of the protagonist in relation to the 
goal, which is indicated in both the structure and content of the narrative (Gergen & 
Gergen, 1988). Gergen and Gergen (1988) propose three narrative forms: (1) a 
‘stable’ narrative indicated when no change was achieved in relation to a goal, (2) a 
‘progressive’ narrative shown by the protagonist advancing towards a goal, and (3) a 
‘regressive’ narrative in which progress towards a goal is impeded. These narrative 
forms can be combined in various arrangements to create common story templates 
(Gergen & Gergen, 1988). For example, a happy-ever-after story is formed of a 
‘progressive’ narrative followed by a ‘stable’ narrative.
Narrative theme analysis.
The content of the narratives was analysed to identify the key themes in 
what the participants had said (Riessman, 2008). The interview transcripts were read 
multiple times and themes relevant to the research question were coded. For 
example, themes related to relationships and support were always coded. Themes 
from each interview transcript were then grouped into broad categories, which were 
grounded in the interview by referencing direct quotes (Appendix 5: Example of 
theme clustering from an individual case analysis).
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Process analysis.
Narratives are co-constructed by the participant and researcher, and 
influenced by the setting and culture in which they were created (Esin, 2011). 
Process analysis enables exploration of the various factors that may have influenced 
the construction and function of the narrative by analysing how the narrative was told 
(Riessman, 2008). To guide my analysis I used questions proposed by Esin (2011), 
such as “How was the narrative co-constructed in the interview?” “Why was the 
narrative told and constructed in this way?”
To shed light on processes within the interview, I closely read each 
transcript with a view to understanding how the participant was trying to present 
themselves. I also reviewed my research log book and explored my questions and 
comments during the interview to evaluate my role in construction of the narrative. 
When considering experiences of care, it is necessary to consider how attachment 
may have influenced the content and organisation of the narratives (Crittenden,
1997). I therefore gave consideration to how the participant’s attachment strategies 
may have shaped their narrative, by exploring whether the discourse markers used in 
coding the Adult Attachment Interview (AAI) (George, Kaplan, & Main, 1996, cited 
in Hesse, 2008) could be identified within the interview transcripts (Hallos & Vetere, 
2009; Hesse, 2008) (Appendix 4: AAI discourse markers).
Procedure for analysing the object sculpts.
Narrative researchers often incorporate images into their analysis, typically 
photographs or artwork (Riessman, 2008). I therefore used visual analysis 'to explore 
the possible meaning underlying the construction of the OSs, guided by systemic 
theory, such as, the choice of buttons and the spatial relationships between buttons 
(Vetere & Dalios, 2013). I also analysed young people’s explanations of their OSs to 
examine why they may have been constructed in a specific way.
Pooling the narrative themes.
A pooling theme analysis was undertaken once all individual case studies 
had been analysed to identify commonalities and differences in the content of 
participants’ stories. . Each participant’s narrative theme analysis was reviewed and 
grouped with themes from the other participants according to their prevalence in the
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narratives and their relevance to the research question (Riessman, 2008) (Appendix 
12: Clustering of pooled narrative themes).
Pooling process themes.
Process themes from across the whole case series were collated to describe 
the factors that may have shaped the data, including considering how attachment 
strategies activated during the interview influenced the construction of young 
people’s narratives. In addition, I explored the research context, my interview style 
and positioning as additional factors affecting the construction of the narrative.
Evaluation of the Research
Elliott et al. (1999) provides guidelines specific to evaluating qualitative 
research. I have applied these guidelines in the following ways:
‘Owning one’s perspective’.
The process of transforming data in qualitative research is not value free 
(Riessman, 1993). Consequently, qualitative researchers should be transparent 
regarding their method, their position and the applications of their findings (Elliott et 
al., 1999). To aid reflexivity regarding my assumptions and biases I kept a research 
log throughout the research process. I have been transparent by opening my thesis 
with a statement of position, clarifying my position in relation to NA and by 
undertaking process analyses.
‘Credibility checks’.
Elliott et al. (1999) propose several methods for checking credibility of 
qualitative research. I have taken the following steps:
• Using multiple analytic Tenses’ on the same data set.
• Triangulating the findings with previous research and psychological theory.
• An independent researcher audited one full case study for discrepancies or 
overstatements. Feedback from the audit can be found in Appendix 13.
• Undertaking a focus group with staff from the psychiatric hospital to examine 
whether the results resonate with their experience of young people and to 
discuss clinical implications of the research. Themes from the staff focus 
group are included in Appendix 13.
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Results
Sample
Five young women and one young man participated in this research. 
Reasons for their admissions included suicidal behaviour, risk taking, substance 
misuse and self-harm.
Table 1 Participant demographics
Name Gender Age Ethnicity Length of 
admission
Previous
admissions
Paige Female 17 White-British 2 years 6 months 0
Kirstin Female 17 White-British 3 months 3
Ryan Male 16 White-British 5 months 0
Lucy Female 18 White-British Unknown 9
Harriet Female 16 White-British 5 months 1
Mia Female 16 Asian-British 2 months 5
Research findings
I will present a detailed analysis of one participant (Ryan), who was selected 
because he was the only young man to participate in this research. Summaries of the 
remaining five participants are provided in this chapter, with the full analyses in 
Appendices 6-10. The pooled narrative themes collated from across the case series 
are then presented and discussed in relation to existing theory and research to 
contextualise the findings. Finally, I will offer a summary of the themes from the 
process analyses pooled from across the case series.
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Ryan’s Story
Genogram and eco-maps depicting Ryan’s family and support network.
Figure 1 Ryan’s family genogram
Adoptive parents to the three  
biological siblings.
Ryan
C lo se
Figure 2 Eco-map of Ryan’s support network before his admission
Friends
Social w orker  
PROFESSIONALS
Jess
Ryan
CAMHS w orker
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Arrows indicates the direction o f support
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Figure 3 Eco-map of Ryan’s support network during his admission
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A summary of Ryan’s story.
Ryan’s narrative has a progressive structure with an optimistic tone. His 
story is the genre of a quest because he was striving to be admitted to a psychiatric 
hospital despite professionals in his support network attempting to keep him in the 
community. His admission marked a turning point in his narrative, bringing about a 
number of transformations in his relationships.
Ryan’s story begins in the months leading up to his psychiatric hospital 
admission. He was living at home with his adoptive mother and father, and his 
biological brother and sister. He had a close relationship with his auntie, who also 
experienced mental health problems. Ryan was “depressed”, “hearing voices” and 
had been self-harming. He had stopped attending school and was rarely seeing his 
friends, although he maintained contact through social media.
Ryan attended a day hospital where he befriended Jess. They had similar 
difficulties and therefore “understood how each other felt” . Ryan found Jess very 
supportive, because she noticed when he was struggling and distracted him. This 
stood in contrast to his adoptive parents who were “not putting the effort in” and 
would tell him to “watch TV or go on the computer” when he needed support. Ryan 
was aware that he had difficulty trusting adults because his biological parents had 
“let him down”, resulting in him going into foster care where he was “let down 
again” before he was finally adopted.
Ryan was desperate to be admitted to hospital because he did not feel safe in 
the community. He believed that he was a nuisance to his friends because he was 
contacting them through social media to tell them he wanted to kill himself. Ryan
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therefore became isolated and made several suicide attempts by taking overdoses and 
made one attempt to hang himself. After each suicide attempt he contacted his auntie 
by text message to disclose what he had done and she would inform his mother to 
take him to A&E. Ryan took overdoses to gain admission to the paediatric medical 
ward because he felt “safe” when he was surrounded by adults and could not harm 
himself.
His admission to a psychiatric hospital finally came after he absconded from 
the paediatric ward where he was being treated following an overdose. He phoned 
the paediatric nurses to inform them where he was, resulting in him being arrested by 
the police. The next morning he was admitted to the psychiatric hospital. In the 
process of his admission he was given no time to contact his friends.
At the time of the interview, Ryan had been in hospital for five months and 
reflected positively on his admission due to the support he and his family had 
received. He believed that hospital had enabled him to “make sense” of what had 
triggered his difficulties. Despite feeling it was “embarrassing” he was beginning to 
share his insights with his support network. The first person Ryan told was another 
young man on the ward, with whom he had formed a very close friendship. He was 
also planning to tell his family and a member of hospital staff.
Ryan and his family had grown closer since his admission. The hospital 
staff had taught his parents “techniques” to help Ryan to talk openly about his 
problems and to problem solve. However, he believed that his friends in the 
community had “given up” on him since his admission, because he had not been able 
to contact them to tell them that he was getting help and was making progress.
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REFLECTION:
Contextualising the summary
Ryan fought to get himself admitted against the professional system and 
seemed to want the importance of his admission to be heard.
Ethical Dilemmas
Ryan stated that he planned to disclose the reason for his “depression” to a 
member of hospital staff and his family, but he was unwilling to say more during the 
interview. I considered whether to inform hospital staff of his plan, in case the 
disclosure was relevant to risk. Given the limited information established during the 
interview and his intention to disclose without needing my intervention, I decided 
that it was not necessary to pre-empt his disclosure by breaching confidentiality.
Learning Outcomes
Ryan alluded to topics but then declined to discuss them further; in these 
moments I made assumptions about the content of his story that he was withholding. 
Through using my research log and undertaking a process analysis I was mindful of 
my assumptions and the influence they may have had on the co-construction of the 
story.
Is there a message in Ryan’s story about his relationship with his 
support network?
Due to his experience as a looked-after child Ryan found it difficult to trust. 
In the community, Ryan felt alone and abandoned by his significant attachment 
figures who failed to support him in the ways he needed. Professionals in his network 
were not listening to his requests for a hospital admission and he was not seen in 
CAMHS for regular therapy. His family were unable to give him their time and 
instead supported him by prompting him to distract himself without them. His friends 
were overwhelmed by his suicide attempts and so withdrew from contacting him. 
Only Jess and his auntie were consistent sources of support before his admission. 
They were “always” there to talk, and showed interest and concern. Both Jess and 
auntie had their own experiences of mental health difficulties and were able to 
understand what he was going through.
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His admission to a psychiatrie hospital almost completely changed his social 
support network, since he had no contact with his friends in the community and had 
formed a new network in the hospital. Only his family remained in his support 
network and their relationship grew stronger. Ryan’s description of the support he 
had received since his admission suggested that he felt emotionally contained by his 
network. The changes to his support network enabled him to explore issues in the 
past which he believed had triggered his depression and to ask for help in pursuing 
his goals for the future.
Narrative themes from Ryan’s story.
Abandonment.
Ryan believed he had been “let down” by many significant adults in his life. 
Preceding his admission, Ryan perceived that the adults in his support network were 
“not putting the effort in” to help him access the treatment he wanted. Ryan had 
therefore been feeling very alone and isolated in the community.
“They [adoptive parents] didn’t do a lot to help me, apart from try 
and talk to me and tell me to do something. They wouldn’tput the 
effort in to take me out. ”
“They [CAMHS] weren ’tputting any effort in to help me. They 
were just sitting hack and watching me go through the process o f  
being depressed. They wouldn’tpu t any effort in to see me or 
anything. ”
Becoming disconnected from friends.
Ryan identified many factors that had strained his friendships preceding and 
during his admission. Depression had led him to withdraw from seeing his friends, 
relying instead on social media to remain connected. As he withdrew he noticed his 
friends become less consistent and available. Moreover, his friends seemed to be 
frightened and overwhelmed by his suicidal behaviour, resulting in them distancing 
themselves from him.
“Iw asn’t really seeing a lot ofpeople. I  was trapping myself in my
bedroom. ”
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“I  think I  was getting quite a nuisance. I  was saying I  was going to 
kill myself so they just pulled away instead o f  trying to help me. ”
Ryan explained that his hospital admission had led him to become further 
disconnected from his friends in the community. He attributed this to hospital policy 
restricting contact with friends.
“I  am not able to speak to my friends ” ... “[If he could have 
maintained contact] They would have known that I  am getting 
better and that I  wouldn’t have been suicidal anymore. So they 
wouldn’t have had to give up on me. ”
The nature of support.
Despite the afore-mentioned difficulties with accessing support, Ryan had 
several positive relationships that enabled him to appreciate what constitutes support. 
Ryan valued people in his support network responding consistently to his needs, 
including showing concern and spending time with him. He found it supportive when 
he could talk about his problems, when others distracted him and when people stood 
up for him.
“I  used to hear voices that told me to do things. So she could see 
that I  was listening to them and she would try to distract me. ”
“She was talking to me a lot and trying to help me regain confidence in
myself. ”
Shared experience.
Ryan acknowledged the importance of mutual understanding, reciprocal 
support and shared experience in his most supportive relationships. His closest and 
most consistent relationships had been with people who had also experienced mental 
health problems. Shared experience enabled him to be open about his problems 
without fear of being rejected.
“We just got on really good together, cos we were going through 
the same difficulties. So we were supporting each other. ”
“We knew what we both fe lt like. ”
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Process analysis.
Ryan was the only young man that I interviewed. I expected him to be less 
open than the young women I had interviewed, perhaps based on stereotyped 
assumptions regarding young men’s lack of openness when discussing relationships 
and emotions. I was therefore surprised that Ryan was reflective and open. During 
the interview it seemed that the gender difference between us led me to make fewer 
assumptions that I understood what Ryan meant when his answers were vague.
Ryan wanted an admission and his narrative was somewhat characterised by 
building a case for why this was needed. He positioned himself as powerless in the 
decision-making process and located the power in the adults in his life who were not 
‘trying hard enough’ to support him. During the interview, I was keen to position 
Ryan as a ‘co-researcher’ and he appeared to appreciate this role, which may have 
facilitated his openness.
Ryan’s narrative was generally coherent, but was characterised by emotive 
language, all-or-nothing extremes, vagueness of meaning and some contradictions. 
Ryan’s style of narrating and his descriptions of receiving care could suggest that he 
used hyperactivating strategies when his attachment system was activated by the 
interview questions. This would be consistent with Ryan’s experience of inconsistent 
care in the context of being a looked-after child, which appears to have resulted in 
him being hyper-vigilant to signs of rejection, abandonment or disapproval from 
others. Moreover, he seemed to use suicide attempts to express his need for help and 
to access support, an example of a hyperactivating strategy.
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Analysis of the OS.
Image 1 Before admission OS5 Image 2 During admission OS
* For fu ll scale OS see Appendix 11.
Choice o f  buttons.
In the OS representing his support network before his admission (Image 1), 
Ryan selected a clear button with blue lines to portray himself because “it has lots of 
spaces”. This reflected the “spaces” in him where he was “angry, upset or just fine”. 
In the OS for representing his support network during his admission (Image 2), he 
chose the same button for the same reasons as before, suggesting he does not feel 
significantly different. Rather his admission changed the composition of his support 
network and his relationships with his family, which he demonstrated by changing 
the colour and position of buttons in the two OS.
In the OS representing his support network before his admission (Image 1), 
he chose the red button to represent his whole family because red means “evil”. 
However, he chose a blue button for his family since his admission (Image 2) 
because they were now “good”. In both sculpts he chose a single button to represent 
his family because they were working together. The orange button in Image 1 was 
selected to represent his CAMHS team, who were this colour because they were “not 
helping” him. The remaining two buttons in Image 1 represent his friend (Jess) and 
his auntie, they are both blue to indicate that they were “good”. Since his admission 
(Image 2), all the buttons representing his support network were blue because he felt 
that people had changed and were “good” because they were putting the effort in to 
support him.
5 Scale of object sculpts 1cm : 2.7cm
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Positioning of the buttons.
Comparison of the two OSs suggests that before his admission (Image 1) 
Ryan was on the outside of his network. He described the position of his button as 
“open”, reflecting that he felt “alone”. In Image 1, two people in his support network 
were positioned close to him relative to the others, suggesting a split between people 
who were and were not supporting him. The sculpt constructed to reflect his 
relationships during his admission (Image 2) suggests that his network were now 
spread around him and were all close to him. This was consistent with the optimism 
of Ryan’s narrative and his perception that he was well supported since his 
admission.
What can mental health professionals learn from Ryan’s story?
Ryan’s narrative highlighted that he became disconnected from his peers in
the community. Whilst this was influenced in part by factors preceding his 
admission, it seems that hospital policy regarding contacting friends had created a 
further barrier to maintaining or rebuilding his friendships. Ryan believed that being 
given the opportunity to inform his friends that he was getting help would have 
prevented them from “giving up” on him. The formation of peer relationships is 
important in adolescent development (Mayseless, 2005) and these relationships are a 
protective factor against adjustment problems (Holmbeck et al., 2000). There could 
therefore be therapeutic benefits in hospital staff supporting young people to 
maintain and develop their friendships in the community.
Ryan was desperate for the containment of an admission to help him to feel 
safe. His psychiatric admission and his relationships on the ward may therefore have 
provided him with a secure base that he had been unable to find in the community 
(Bowlby, 1973; Haynes et al., 2011). This sense of security was likely to have been a 
significant factor in bringing about the change that was the dominant plot within his 
story (Martin, Garske & Davis, 2000). However, it raises the question about whether 
Ryan could have been supported in the community to build stronger and more 
containing relationships.
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Summaries of Stories. 
Paige’s story.
Paige began her story whilst she was living at home with her father and 
brother. She had a close relationship with her brother but not with her father. She and 
her brother were both in their early teens and they would “get into trouble” by 
“bunking off school” and “getting drunk”. However, he also noticed when she was 
“really upset” with her parents and responded by giving her “a hug” and telling her 
“funny stories”. This was the only reference to affection in her story.
Before her admission, Paige had two separate groups of friends supporting 
her. One group distracted her with “normal teenage things” like watching movies and 
going out. The other group would get drunk. On several occasions, they were “all 
upset” and “really drunk”, which resulted in them “taking overdoses” together. Paige 
only identified one adult in her support network before her admission, a support 
worker named Katherine. They met every day at school, but Paige could not recall 
being supported by Katherine when she had not put herself at risk.
The turning point in Paige’s narrative was her admission to hospital. She 
was admitted because she “wasn’t safe at home” due to the overdoses that she had 
taken. Her memory of this time was unclear and she was not sure how she had felt 
about her admission. At the time of the interview Paige had been in hospital for two 
and a half years. Consequently, she no longer knew many of her friends in the 
community. However, Paige had formed supportive relationships with her mother, a 
friend on the ward and three members of ward staff during her admission. She was 
particularly close to the young person on the ward because she “understood what it is 
like". Paige often approached this young person to talk,, but recognised that hospital 
staff supported her by noticing when she was distressed and distracting her with an 
activity.
Paige had only maintained one relationship with someone from her support 
network before her admission, her friend Rhys. Her story about their relationship 
formed a sub-plot in her narrative, and was reminiscent of a forbidden love story. 
Paige described how it had been challenging to maintain her relationship with Rhys 
during her admission because initially they were “not allowed to have contact”. Rhys 
would phone the hospital pretending to be her father so that he could speak to her. 
Eventually, they were allowed contact because they had “proven” that they were not
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going to harm themselves in each other’s company. Since stopping self-harming 
together they had become “closer” and were now “normal friends”.
Kirstin’s story.
Kirstin began her story a year ago whilst she was living at home with her 
father. She had stopped going to school because she was “so upset and didn’t want to 
be there”. Her father, sister and brother-in-law were trying to support her by 
encouraging her to talk. However, she “would not let them ” because she believed 
that they would react with anger if she expressed herself and only persevered with 
her out of familial obligation. Consequently, she often withdrew from her family and 
preferred to cope alone in her “own ways”. Kirstin was seeing CAMHS prior to her 
admission and she would write notes to express her “feelings” and what she “wanted 
to do”. However, the CAMHS professional that she was seeing left the service. 
Kirstin was transferred to another professional, whom she “didn’t like” because they 
did not have a relationship and she therefore stopped opening up. Kirstin did not 
want to disclose the reason for her admission but was clear that she “wanted to stay 
at home”. Over the last year she had had three admissions to different psychiatric 
hospitals, returning home to live with her father between each admission.
At the time of this interview, Kirstin had been in hospital for 3 months. Her 
support network was now composed of her father and two members of staff. Her 
father telephoned the ward on a regular basis to speak to her, but she continued to 
have difficulty talking to him. Sometimes she believed that her father had “given up” 
because he was “angry” that she needed another admission, then at other times she 
felt that “he [did] actually care”. During her current admission, Kirstin had lost 
contact with her sister and her brother-in-law, due to geographical distance and 
infrequent home leave. However, Kirstin expected that they would have “distanced 
themselves” regardless of her admission because of the impact of her not talking to 
them.
Kirstin was able to talk to the staff on the ward because they were not her 
family and were “not involved in the situation”. Kirstin described expecting people 
in her support network to reach a point where they were “not going to bother” with 
her. Consequently, it felt “weird” that the hospital staff had continued to be there for 
her.
136
MAJOR RESEARCH PROJECT
Lucy’s story.
Lucy’s parents were divorced and she lived with her mother until she was 
taken into residential care when she was 14 years old. She had contact with her father 
but it was infrequent due to the geographical distance between where her mother and 
father lived. Lucy had a large extended family and felt they had always been there 
for her, giving her advice and involving her in family life. Whilst she loved both 
sides of her family equally, she felt closer to her mother’s side. She identified herself 
as “a family person” indicating how important family were to her identity.
Lucy’s friends had also been an important source of support, preventing her 
from drinking alcohol or taking drugs because she used them “dangerously”. Lucy 
often told her friends “private things”, which she could only sometimes tell her 
family. However, some of them would then tell her mother due to their concerns 
about her welfare.
Whilst living at home Lucy was self-harming, misusing alcohol and 
engaging in risky behaviour. She believed that she “could have died” as a result of 
the risks that she had taken. She explained that her behaviour had a significant 
impact on her family, who were “stressed and upset all the time”. Lucy had been in 
ten different placements over the last four years, including a “care home”, a “welfare 
secure unit” and two psychiatric “hospitals”.
Lucy had been admitted to an open hospital immediately before her current 
admission. Whilst there she was often “hyper”, which resulted in her being restrained 
and heavily sedated. Due to the medication she could remember very little of this 
admission. Lucy was aiming to be discharged home from the open ward and had 
been “good for so long” to prove she was ready but they “wouldn’t let [her] go”. 
Having “had enough” of trying to no avail Lucy began to “kick o ff’ on the ward and 
was therefore transferred from the open unit after a four month admission. Lucy was 
heavily sedated during the transfer and upon arriving at the current hospital she was 
admitted straight into extra-care.
During her current admission, Lucy had difficult relationships with staff, 
because they told her that she was “attention seeking” and self-harming for “fun and 
games”. Despite these tensions, Lucy liked to think she generally “got on” with 
hospital staff. At the time of the interview, Lucy was happy that she was frequently
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going on home leave and that her relationship with her family was stronger because 
her behaviour had improved.
Harriet’s story.
Harriet’s story began during her second year of life when she was separated 
from her mother and father, because her father was “in and out of prison” and her 
mum “didn’t want [her]”. She lived with her maternal grandparents to prevent her 
from being taken into care. Harriet’s two younger brothers were subsequently put in 
foster placements. Harriet treated her grandparents “badly” and “took for granted” 
what they had done for her. She thought that her family did not understand that she 
was “angry because of [her] parents leaving her”. Moreover, Harriet was sexually 
abused for several years by members of her family. She coped by “put[ting] walls 
up” and never spoke to her family about her problems.
Harriet later lived with her auntie, her partner and their daughter. However, 
they “treated [her] badly”; telling her that she was “unwanted” by her mother and 
calling her names. Harriet formed friendships with a “bad group” to avoid being 
bullied at school and “put on a ‘not me’ disguise” to “fit in with everyone”. She also 
did whatever htv friends told her to do, including taking drugs and stealing. Harriet 
then became “depressed” and secretly took an overdose. She was unhappy with her 
friendships and hinted to her family that she wanted to distance herself from them. 
Eventually, she was able to explicitly ask her best friend and his parents for help 
because she “knew they wouldn’t judge”.
Harriet “grew up” with her best friend and she “valued him more than [her] 
family”. He and his family helped her through taking drugs and stealing by allowing 
her to stay at their house and getting her involved in new hobbies. She pushed her 
family away and joined his family. When her best friend lost his grandfather and 
became low with grief, he and Harriet made a “pact” to commit suicide together. 
However, his parents found out and stopped contact between them. Harriet then took 
another overdose and was admitted to a psychiatric unit following presenting at 
A&E.
Her first psychiatric hospital admission lasted one week. She liked being in 
hospital because of the support she was receiving, including learning techniques to 
manage deliberate self-harm. She also valued hearing about other inpatients’ 
experiences and came to realise that she was not alone. However, a young person
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was subsequently admitted to the ward who “said some things” and Harriet reacted 
aggressively. Despite protesting that she was not ready to leave and making threats 
that she would take another overdose, Harriet was discharged following this incident. 
She refused to return to live with her auntie and therefore went to stay with her uncle 
and his partner. After just two weeks she took another overdose to gain re-admission, 
because she “wanted to be away from everyone”, to feel “safe” and to get “help”.
At the time of the interview, Harriet had been in her second admission for 
six months and was positive about her progress. Specifically, before her admission 
Harriet “felt small and vulnerable” but she now felt “stronger” and was “more open 
about wanting support”. She had been working on building relationships with her 
mother and father and she now felt that she was part of her family. However, she had 
grown apart from her best friend, which she experienced as “losing part of [her] 
family”. Since her admission, she had been desperate to talk to him to clarify if they 
were still friends and to apologise for their suicide pact, but could not due to hospital 
rules.
Harriet had formed close mutually supportive friendship with other young 
people on the ward. She described having a romantic relationship with another young 
person, although she had been told by hospital staff that this relationship was not 
allowed during their admission. Harriet’s relationships with staff were more 
complex. She recognised that they were there to support her, but found it hard to 
form relationships since she would “never see them again” once she was discharged.
Mia’s story.
Mia was living at home with her mother and father. She had a couple of 
close friends and described feeling like she had “loads of support”. However, she 
began self-harming because her mum was “horrible” and she “didn’t know how to 
tell people”. This marked a turning point in her narrative, as her friends “walked 
away” from her because they believed that she was self-harming for “attention”. Mia 
regretted self-harming because she believed that if she had not started she would 
“still be with her friends”. Mia was open to CAMHS, and developed a close 
relationship with her CAMHS worker who she saw twice weekly and spoke to on the 
phone every day. Mia “trusted her with her life” and “told her stuff that [she] had not 
told anyone before”.
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Mia had her first psychiatrie hospital admission a year ago. She had been 
self-harming at school which resulted in her being sent to A&E, where she 
subsequently “fell out” with the on-call doctor resulting in her taking an overdose. 
She was admitted to an open ward for eight weeks then discharged home where she 
stopped eating, leading to a further three week admission. Following this admission 
she was discharged to her auntie’s care. During this time Mia attended college and 
was socialising with three friends who she had met during her previous admissions.
Mia ordered her three friends in terms of their importance to her, explaining 
that her most important friend required her to “look after” her and “notice” her more 
than the others. Mia cared for their needs because “they completed [her] life” and she 
did not want to “fall out with them”. She approached her least important friend to 
talk about her personal problems, because she was “scared” her more important 
friends would “walk away” if her problems “got too much for them”. Mia also had a 
“possessive” boyfriend, who always “looked after” her and wanted to be with her. 
However, she “talked down to him” because she was “more popular than him".
Mia met up with two of her friends and her boyfriend “every day” to do 
“normal teenage” things like “go out, drink, get high, and have sex”. Her family 
didn’t “understand” this behaviour and this caused difficulties in their relationship. 
Moreover, Mia continued to self-harm and “went to A&E ten times in a week”. She 
believed her auntie “kicked her out” because she “got bored” of taking her to 
hospital. Following this, Mia took another overdose at school and was once again 
admitted to hospital. This time she was discharged into care, which she did not like 
and so ran away, took another overdose and “jumped in front of a train”. She was 
arrested following this incident and was sectioned under the Mental Health Act, 
resulting in her current admission.
During her current admission, Mia had become very isolated. She had no 
contact with her friends in the community so they were unaware that she was in 
hospital. Mia had also come to realise that she would be forced to stop seeing her 
CAMHS worker once she was an adult and planned to have no further contact with 
them because they would ultimately leave her. Likewise, Mia had not formed 
relationships with hospital staff and had limited friendships with other young people 
on the ward because she would not see them again after she was discharged.
140
MAJOR RESEARCH PROJECT
Moreover, Mia reflected on the hierarchical nature of staff-patient relationships 
within the hospital environment as a barrier to forming relationships.
Pooled narrative themes.
Addressing the research questions:
• What meaning do adolescent inpatients attribute to their relationships with 
their social support network (major attachment figures) before and during 
their admission?
• How do adolescent inpatients maintain connections to their existing support 
network during their psychiatric hospital admission? What supports them to 
do this?
Table 2 Overview of pooled narrative themes
Master Narrative Themes Subordinate Narrative Themes
Loss of significant attachment History of separation from parent(s)
relationships Relationship breakdown in the
community
Disconnection due to hospital rules
Loss of therapeutic relationships
Experiencing emotionally Accessing emotional support in the
supportive relationships community
Improved relationships with family since
their admission
Connecting with other inpatients
Disempowerment and loss of Power imbalance in relationships with
autonomy hospital staff
Loss of significant attachment relationships.
History of separation from parent(s).
All participants had experienced separation from either their parents or their 
mother. Three young people had been in the care system, two had been cared for by 
extended family and two raised by their fathers in single-parent families. Their 
stories suggested that the loss of their parent(s) had been experienced as 
abandonment and/or rejection, and could be conceived as an attachment trauma. It
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seemed that their early experience of relationships had resulted in young people 
becoming pre-occupied with loss, rejection and abandonment in their subsequent 
relationships.
“my parents let me down at a young age. I  was put into foster care 
and they let me down. So I  got adopted. ” (Ryan)
“my auntie used to tell me that my mum abandoned me and that 
she never wanted me, cos she had me at 15. And that she just 
wanted to go out and get drunk all the time. ” (Harriet)
Separation and loss have received much attention in the attachment 
literature. Bowlby’s attachment theory (1969) was created to conceptualise and 
organise children’s reactions to separation. He proposed that an individual’s sense of 
safety and security is dependent on the maintenance of a bond with a responsive and 
accessible attachment figure. Temporary threat to the availability of the attachment 
figure creates feelings of anger and anxiety, whilst significant disruption leads to 
feelings of despair. Many circumstances can compromise the availability of an 
attachment figure, but abandonment and loss are regarded as the most distressing 
because the caregiver is not physically accessible and there is little possibility of 
reunion (Kobak, Cassidy & Ziv, 2004).
Bowlby (1980) suggested that re-organisation of the attachment system 
following loss depends on how it was initially organised. Insecure attachment 
strategies are thought to compromise an individual’s capacity to form integrated 
memories that make sense of their experiences of loss, which is crucial for holding 
on to the lost person whilst simultaneously moving on (Hazan & Shaver, 1987). 
Specifically, hyperactivating strategies are proposed to lead to difficulty regulating 
painful thoughts and feelings associated with loss, whereas deactivating strategies are 
proposed to lead to distancing from emotions and minimising the significance of loss 
(Shaver & Fraley, 2008).
Relationship breakdown in the community.
All participants’ relationships with their friends and family were breaking 
down before their admission. Young people experienced this as further rejection and 
abandonment which they attributed to the negative effects of becoming withdrawn, 
self-harming, suicidal behaviour and risk-taking. Their stories highlighted their belief
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that they were a burden to others, possibly reflecting their IWMs about themselves, 
others and relationships. It seemed that their perception of the dynamic in their 
relationships had inhibited their willingness to access support and constrained their 
perception of how their behaviour might have been experienced by others.
“I  went to A&E ten times in a week, and I  think my auntie got 
bored o f taking me, so she got fed  up o f  it. My parents are always 
moaning that I  am always in hospital and they get too tired looking
after me. ” (Mia)
“they had given up. They were like “fine, she doesn Y want to talk 
to us ” so they just like gave up. ” (Kirstin)
Young people’s stories suggested that circular causality may explain the 
breakdown in their relationships (Dallos & Draper, 2010). Specifically, it seemed 
that early experiences of abandonment had resulted in young people expecting 
significant others to be unavailable or unresponsive to their attachment needs, which 
served to activate their attachment system. Attempts to regulate their attachment 
relationships involved either using hyperactivating or deactivating strategies in 
accordance with their IWM about attachment relationships. However, these 
attachment strategies have been found to contribute to psychological and social 
problems (Mikulincer & Shaver, 2007), and appeared to result in young people 
becoming isolated and disconnected. This experience was likely to confirm their 
existing IWMs and amplify their attachment strategies, creating a vicious cycle.
This theme is consistent with previous research which suggests that 
adolescent inpatients typically have insecure attachment patterns associated with 
unresolved attachment trauma (Allen et al., 1996). This appeared to increase their 
vulnerability to psychopathology by limiting their capacity to form and maintain 
satisfying social relationships, since their IWMs impaired their ability to accurately 
evaluate social interactions. Thus young people’s stories about on-going 
abandonment and rejection may reflect a replication of their earlier attachment 
experiences, re-enacted because of their generalisation of IWMs and associated 
attachment strategies to new relationships.
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The emotional turmoil of containing their child at home has been proposed to 
reduce parents’ emotional availability, leading to estrangement (Levy, Joyce & List, 
1987). It has therefore been suggested that inpatient treatment for adolescents needs 
to focus on family reconciliations (Levy et ah, 1987). An admission may therefore 
create the emotional space needed for re-building relationships that are appropriate to 
the family life cycle. However, by late adolescence, the primary attachment figure is 
commonly a friend (Allen, 2008). It therefore seems insufficient for inpatient 
treatment to solely focus on familial relationships. Stanton-Salazar and Spina (2005) 
found that young people with mental health problems typically confided in close 
friends about their difficulties, approaching them for help before family or 
professionals. However, it is understandable that these relationships may become 
strained if young people are seeking support in situations where they have put 
themselves at risk. Research suggests that girls may be more negatively affected 
when their close friendships become strained (Clark & Ayers, 1992) because they 
appear to have more intimate friendships (Buhrmester & Furman, 1987). Weisz and 
Hawley (2002) found that peer problems were common among young men and 
women who were accessing mental health services. Despite such findings, 
therapeutic interventions rarely endeavour to strengthen peer relationships when 
treating mental health problems in adolescents (Stanton-Salazar & Spina, 2005).
Disconnection due to hospital rules.
Young people commonly described the negative impact their admission had 
on their relationships in the community. Rules and restrictions in the hospital, as well 
as geographical distance between the hospital and their community had prevented 
them from maintaining contact with their friends, romantic partners and non-parental 
adults. Consequently, young people’s hospital admissions had reduced the size 
and/or changed the composition of their support network. This was experienced as 
loss and appeared to cause young people significant anxiety and distress, which had 
seemingly not been recognised during their admission.
Young people referred to the rules that prevent them from using the telephone 
or social media to maintain contact with their friends in the community. This rule 
was seen to be too restrictive, resulting in hospital staff missing an opportunity to 
support them with their friendships. Two young people wanted support from the
144
MAJOR RESEARCH PROJECT
hospital staff to contact their friends because they anticipated being rejected in light 
of what had happened before their admission. They explained that they would rather 
face this rejection during their admission, whilst they were safe and could be cared 
for. Others thought that their friends had given up on them because they could not 
stay in contact.
“lam  going to have to make contact with them once la m  out in 
the community so I  would rather be let down in here than in the 
community. ” (Mia)
“They would have known that I  am getting better and that I  
wouldn Y have been suicidal anymore. So they wouldn Y have had to 
give up on me. ” (Ryan)
“when I  am here I  feel small, lonely, I  feel like I  have nothing and 
feel that my family have been taken away from me. Ifeel like my 
life is over. ” (Lucy)
Restricted contact with family and friends has been found to be among the 
most significant factors in hospital-related stress (Causey, McKay, Rosenthal & 
Darnell, 1998; Kim, Hahn, Kish, Rosenberg & Harris, 1991). However, hospital- 
related stress is often overlooked as a reason for emotional or behavioural 
difficulties, because maladjustment is instead attributed to the psychopathology that 
led to their admission (Causey et al., 1998).
Young people’s stories suggest that the rules which restricted their contact 
with their friends in the community were part of care planning. Whilst it seems that 
decisions were made with a view to keeping them safe, it is important to 
acknowledge young people’s Human Rights to a private life (Human Rights Act,
1998). Of course, this right may be restricted to protect the health, the rights of others 
and to prevent crime or disorder, but always with the minimum interference required 
to achieve the objective. Consequently, careful consideration of the circumstances 
for each individual is required.
Research into the use of social media for patients hospitalised with chronic 
illnesses indicates that this form of communication had an important role enabling 
young people to keep up-to-date with their social group outside of the hospital
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(Velden & Emam, 2013). Young people generally avoided using social media to 
discuss their treatment, and maintained their privacy to protect their image as 
‘regular’ teenagers (Velden & Emam, 2013). However, this research was limited by 
its reliance on self-report data which was not compared with teenagers’ actual use of 
social media. Moreover, this research may not be directly applicable to young people 
with mental health difficulties who may be more socially vulnerable.
Insecure attachment patterns are particularly prevalent in individuals with 
psychopathology (Rosenstein & Horowitz, 1996) and are thought to result in greater 
difficulty coping with separation and loss (Hazan & Shaver, 1987). Haynes et al. 
(2011) found that young people felt isolated due to becoming ‘disconnected’ from 
their friends and family during their admission, with separation from family being 
most distressing. The themes from young people’s narratives in the present research 
are consistent with the concept of ‘disconnection’. However, it seemed that young 
people experienced more distress in response to separation from friends and non- 
parental adults, possibly in light of their early family experiences or hospital 
interventions to build family relationships.
Grief is a natural reaction to loss and can occur in situations beyond 
bereavement. Young people’s narratives implied that they were grieving the loss of 
important relationships in the community. However, grieving disconnection in the 
context of their psychiatric admission appeared to be disenfranchised (Doka, 1989). 
Disenfranchised grief refers to loss that is not acknowledged or socially supported 
(Doka, 1999). This may occur in the context of a psychiatric hospital admission 
because adolescents are wrongly assumed to be incapable of experiencing intense 
emotions in extra-familial relationships (Kaczmarek & Backlund, 1991), because the 
loss experienced was not related to death (Doka, 1999) or because the ending of 
problematic relationships was seen to be in the young person’s ‘best interests’. 
Disenfranchising grief may exacerbate the grief process by precluding the expression 
of emotions, rituals and access to support (Doka, 1999). After experiencing loss of a 
significant relationship we continue to relate to the person in our minds (Dallos & 
Vetere, 2009; Neimeyer, 2006), however, discourses within the mental health 
services suggest that young people should ‘move on’ and therefore subjugate their 
desire to stay connected.
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Loss of therapeutic relationships.
Loss of relationships with professionals was experienced when a strong 
therapeutic relationship with a CAMHS professional ended. Young people’s 
narratives highlighted that they understood the ending of the therapeutic relationships 
to be a loss and consequently needed to mourn. However, it seemed that this was not 
recognised and was therefore another situation in which their grief appeared to be 
disenfranchised. For others the loss of professionals was anticipated either in 
connection with their discharge from hospital or their transition from CAMHS to 
adult services. This was particularly difficult for individuals who used dismissive 
attachment strategies, who typically avoided forming a relationship with staff to 
protect themselves from the pain of losing the relationship.
“The person [CAMHSprofessional] that I  saw, she like left. I
didn Y really want to talk to anybody else. So I  just didn Y really talk
to them. ” (Kirstin)
“They are just there to work. They are not there to be friends or... 
to be there for you when you are out o f hospital. ” (Lucy)
Byng-Hall (1995b) suggests that the therapeutic relationship provides a 
secure base. During an admission, the therapist may therefore become an interim 
attachment figure (Haynes et al., 2011). The meaning that the relationship has for the 
client needs to be considered when ending therapy. Fredman & Dalai (1998) suggest 
that many discourses organise our beliefs about ending the therapeutic alliance. Loss 
is one of those discourses, in which the therapeutic relationship is constructed in 
terms of dependency and the ending is understood to involve mourning.
Experiencing emotionally supportive relationships.
Accessing emotional support in the community.
All young people described at least one emotionally supportive relationship 
in the community, usually with a non-parental adult or a friend, rather than their 
parents. These relationships provided a source of comfort and support during times 
of distress, and could be conceived as their primary attachment figures. Important 
characteristics of emotionally supportive relationships included being consistently
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available, noticing their distress and responding to their emotional needs by 
providing affection, advice, distraction and listening.
“I  was really upset, with my dad and my mum. I  was crying and I  
was thinking o f doing something and my brother came up and he 
gave me a hug. ” (Paige)
“just talk to me and like get me involved and things, and give me 
advice, and tell me what I  should do and what I  shouldn ’t do. ”
(Lucy)
This theme highlights the importance of emotional support from non- 
parental adults and friends for adolescent wellbeing, which has previously been 
identified in the literature pertaining to adolescent development (Laible, Carlo & 
Raffaelli, 2000). Individuals from families with high levels of discord and disruption 
are proposed to develop social ties outside of their family, in an attempt to 
compensate for the lack of parental support (Helsen et al., 2000; Werner & Smith, 
1982). This supports the idea that young people diversify their attachment 
relationships and have multiple attachment relationships with unique attachment 
dynamics (Mayseless, 2005).
Improved relationships with family since their admission.
Young people discussed positive changes in their relationships with their 
families since their admission. This transformation was attributed to parents 
becoming more available in light of changes in their family circumstances, young 
people processing their past experiences and improvement in their mental health or 
behaviour.
“everyone is more around me, more supporting than they were. ... 
there is more people, different people. ” (Harriet)
“when I  was younger we were really, really close and as I  got 
older things were going wrong and we wasn Y as close as we used 
to be, and now that I  am going home we are close again. ” (Lucy)
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Improving familial relationships and promoting reconciliation have been 
identified as key objectives for adolescent psychiatric hospitals (Levy et ah, 1987). 
Previous qualitative research has found that a stronger relationship with family was a 
positive outcome of psychiatric hospital admissions (Blanz & Schmidt, 2000). 
Therapy that leads to improvements in relationships may lead to change in young 
people’s IWMs (Crittenden, 1997).
Connection with other inpatients.
Most participants had formed a strong relationship with another young 
person on the ward. However, participants who appeared to use dismissing strategies 
had not formed any emotionally supportive relationships within the hospital. Shared 
experience, understanding and mutual support were important qualities that 
underpinned the relationships between young people, enabling them to talk openly 
without fear of being judged. Moreover, advice, support and validation from young 
people with shared experience enabled them to feel less isolated and alone.
“He was the first person that I  told why I  was depressed. ... “he
came hack the next day and told me [he had the same experience]”
... “I  knew then that I  wasn’t the only one. ” (Ryan)
“talking to the other girls and hearing their experiences and how 
they progressed. It helped me because we would support each 
other, where in the outside world with my normal friends they 
didn’t go through what I  had been through so they didn 7 
understand. ” (Harriet)
Adolescents are proposed to increasingly rely on their peers for support 
(Furman & Buhrmester, 1992), becoming aware of the importance of mutual support 
and self-disclosure in close interpersonal relationships (Carr, 2006a). Themes from 
young people’s stories highlighted that peer relationships formed in hospital gave 
them a sense of belonging and enabled them to disclose their experiences and 
difficulties. This finding is consistent with existing research, which suggests that 
forming relationships with other inpatients is the most beneficial aspect of an 
admission (Grossoehme & Gerbetz, 2004; Gusella et al., 1998), providing 
companionship, acceptance and normalisation (Haynes et al., 2011; Moses, 2011;
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Piersma, 1986). These relationships could be seen as ‘growth-fostering’, enhancing 
young people’s resilience by promoting self-worth, competency and inter­
connectedness (Hartling, 2008).
Bonds between young people and the qualities of these relationships are 
potentially facilitated in the context of group therapy in inpatient care. Specifically, 
Yalom (1995) describes eleven therapeutic factors in interpersonal group therapy 
some of which resonate with young people’s stories. Specifically, instillation o f  
hope, which arises from the experience of hearing about other inpatients’ progress, 
universality which refers to realising you are not alone through a process of mutual 
disclosure, and altruism which describes how helping others can enhance young 
people’s sense of self-worth and confidence.
Disempowerment and loss of autonomy.
Power imbalance in relationships with hospital staff.
All young people referred to the power imbalance inherent in hospital
admissions, which resulted in them losing their freedom, identity and autonomy to 
make decisions. The perception of hospital staff as punitive or controlling was more 
prevalent in the narratives of young people who engaged in challenging behaviour 
and self-harm. However, ambivalence about the restrictions associated with hospital 
was apparent in some stories, since some young people acknowledged that they 
needed to be “locked up” and kept “safe”.
“Here when I  get hyper or manic they don’t inject me with acuphase, but 
there [previous admission] every time I  got a little hit hyper they would put 
me on the floor and inject me. ” (Lucy)
“I  ended up getting discharged. I  was like, “look I  am not ready to be 
discharged, I  know I  am not”, they said “you don’t need to be in hospital”,
I  said “well I ’ll just take an overdose then” and I  did. ” (Harriet)
“I  wasn’t safe at home ” (Paige)
“knowing that you are in this place where you ’re safe, you ’re protected and 
that you can say anything and nobody is going to come and hurt you, 
because you are in a safe environment. ” (Harriet)
150
MAJOR RESEARCH PROJECT
Detention in a psychiatrie hospital is commonly perceived as abusive or 
excessively controlling (Adshead, 1998), with loss of autonomy being found to be 
among the most stressful experiences in hospitalisation (Causey et ah, 1998). 
However, adolescents are often more critical of their admission than adults, 
particularly regarding issues of rights, autonomy and control (Piersma, 1986). 
Adolescents’ complex relationship with authority has therefore been proposed to 
complicate satisfaction research (Gowers & Kushlik, 1992).
It is suggested that adolescents’ developmental needs for privacy and 
independence are inadequately accommodated in inpatient care (Gusella et ah, 1998). 
Ward regimes may disempower patients, leading to dependency and regression. The 
structures within psychiatric hospitals may result in anxiety and distress, therefore 
activating inpatients’ attachment behaviour to reduce their emotional arousal 
(Adshead, 1998). However, inpatients can be caught in a double-bind when 
dependency is encouraged in their role as patients but when incidents occur, such as 
self-harm or aggression, they are told to take responsibility for their behaviour.
Pooled process themes.
Addressing the research question:
• How do adolescent inpatients make sense of and narrate their experiences of 
accessing support from their significant attachment figures during their 
transition into a psychiatric hospital?
Exploring experiences of support and separation in the context of a 
psychiatric hospital admission was likely to activate young people’s attachment 
system, resulting in participants using deactivating or hyperactivating strategies to 
regulate their affect during the interview (Hesse, 2008). According to the AAI, these 
strategies manifest in discourses and can therefore be understood to have influenced 
how young people narrated their stories. Consequently, the AAI coding scheme was 
used as a framework for analysing young people’s narratives (Dallos & Vetere, 2009; 
Hesse, 2008).
The narratives of young people who seemed to use hyperactivating 
strategies were characterised by pre-occupation with the unavailability of their 
significant attachment figures, which was perceived as abandonment and rejection.
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Young people often described taking overdoses to attract care. Discourse markers 
included vagueness in their descriptions, emotive language, all-or-nothing extremes 
and the use of dialogue to explain events. In contrast, young people who seemed to 
use deactivating strategies emphasised self-reliance in light of experiencing loss and 
abandonment. Discourse markers suggested that young people minimised emotions 
and avoided questions to regulate their affect, resulting in a stilted style of narrating. 
However, OSing is used in ANT to promote emotional expression (Dallos & Vetere,
2009), and may therefore have elicited more emotion in young people’s narratives 
than a standard interview.
My interview style varied in response to the participant’s attachment 
strategies. I oscillated between a directive and tentative interview style with 
participants who were using deactivating strategies because I was attempting to 
gather information whilst simultaneously showing sensitivity to the participant’s 
need to down-regulate their affect. Participants who used hyperactivating strategies 
seemed more willing to narrate their story, but expressed their experiences as a 
stream of consciousness. Consequently, I attempted to impose structure to their story 
during the interview.
Both hyperactivating and deactivating strategies were associated with 
reduced narrative coherence. However, coherence in some participants’ narratives 
may have been affected by other factors, such as trauma or using non-prescription 
drugs, which would be likely to have limited their capacity to form integrated 
memories. Consistent with this finding, Ward, Lee & Polan (2006) found that 
hospitalised adolescents had difficulty recalling specific childhood memories. The 
authors suggested that this indicated that young people were using defensive 
strategies to manage attachment-related trauma.
Whilst undertaking this research I had a personal experience of attachment 
threat, which may have led me to be sensitive to issues of loss, rejection and 
abandonment. My experience may have limited my ability to be emotionally 
available during the interview, particularly with participants who were dismissive. 
With these participants I adopted a more research style interview, which may have 
hindered their emotional expression. In contrast, I adopted a more therapeutic 
interview style with participants who were more open and engaged. Awareness of
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this dynamic enabled me to analyse the interviews with sensitivity to my role in 
constructing the interview space and the participant’s story.
Discussion
Clinical Implications
Minimising the potential for loss of significant relationships.
Young people’s stories highlighted that their relationships were problematic
before their admission. It is possible that there may have been inadequate support to 
contain the network around the young person, limiting their ability to meet the 
emotional and physical needs of the young person resulting in crisis. This has 
implications for interventions offered by community CAMHS. Previous research has 
highlighted that interventions focused on strengthening the young person’s support 
network may be more beneficial for adolescents, minimising the likelihood of an 
admission (Henggeler et ah, 1999; Stanton-Salazar & Spina, 2005). Family therapy 
may therefore be indicated for young people who are at risk of an admission, 
particularly if their relationships have become strained. This approach would be 
useful for understanding the emotionally driven patterns of interaction that are 
maintaining and escalating problematic dynamics within the family, for improving 
family communication and for negotiating change in family relationships to 
accommodate increasing adolescent autonomy (Carr, 2006b).
Working with family alone may be insufficient given that young people’s 
stories highlighted the significant difficulty they experienced in their friendships. 
Consequently, multi-systemic approaches may be beneficial in developing CAMHS 
provision. Multi-systemic approaches emphasise the role of extra-familial systems in 
creating problem-maintaining patterns of interaction, and interventions aim to 
empower the broader system to understand problems and bring about change (Carr, 
2006b; Henggeler, 1998). In many ways this model is consistent with the practice of 
community psychology, which endeavours to work preventatively within social 
contexts (Orford, 1992). Community psychology interventions emphasise the 
importance of enhancing social support, and use consultation and collaboration to 
support systems to come to their own solutions for problems (Orford, 1992).
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Young people’s stories highlighted that separation from their friends and/or 
non-parental adults during their admission caused them anxiety and distress. In 
previous research, separation arising from hospitalisation has been proposed to 
activate the attachment system, resulting in secondary behavioural strategies to 
manage affect and relationships (Adshead, 1998). It therefore seems important that 
young people are supported to remain connected to their support network whilst they 
are in hospital, reducing activation of their attachment system and creating 
opportunities to work therapeutically towards building positive friendships. 
Supporting young people to remain connected to their friends in the community 
could involve allowing supervised access to social media.
Acknowledging and supporting grief.
Pfeiffer and Strzelecki (1990) highlight the need to identify and address the 
obstacles to effective treatment in inpatient care. Results from the present research 
suggest that disenfranchised grief in the context of an admission may be one 
obstacle. Loss of significant attachment figures may be experienced as an attachment 
trauma (James, 1994) and is a potential factor contributing to hospital-related stress 
(Drake & Wallach, 1988). As discussed previously, it is important to minimise the 
potential for disconnection and loss during a psychiatric hospital admission (Haynes 
et al., 2011), however, if loss does occur it may be clinically beneficial for grief 
reactions to be acknowledged, normalised and supported (Doka, 1999). Parkes 
(1990) suggests that showing sensitivity to the range of losses experienced, 
validating the emotional reaction and creating rituals are all important therapeutic 
activities when working with grief.
Assessing attachment and offering attachment informed interventions.
The current research illuminated the complexity of young people’s
attachment patterns. Exploring attachment experience was beneficial in making sense 
of the dynamics in their relationships. Assessing adolescent inpatients’ interpersonal 
relationships and attachment strategies may therefore be beneficial in clinical 
practice. The AAI (George, Kaplan & Main, 1985, cited in Hesse, 2008) is one tool 
that can be used to assess the strategies that adolescents use to detect, prevent, and/or 
protect themselves in close attachment relationships. Information gleaned from the 
AAI could provide valuable clinical information to improve clinicians’
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understanding of young people’s IWMs and their associated behavioural strategies. 
This assessment could inform interventions that endeavour to help young people to 
form secure attachments and may support hospital staff to understand the dynamics 
in the therapeutic relationship. For example, dismissive attachment patterns may lead 
to patients having difficulty engaging with treatment or under-reporting difficulties 
to avoid attracting attention from care-givers. Preoccupied attachment patterns are 
associated with patients displaying an ambivalent relationship to help and difficulty 
ending treatment, whereas patients with unresolved attachment patterns may have 
difficulty managing the distress activated by therapy (Dozier, 1990).
The therapeutic relationship is well recognised as an integral component in 
determining therapy outcomes (Beutler & Harwood, 2002; Horvath & Symonds, 
1991). The potential for hospital staff to become interim attachment figures has been 
identified in previous research (Adshead, 1998; Haynes et al., 2011). A strong 
therapeutic relationship is proposed to provide a secure base from which the client 
can explore their IWMs and experiment with new ways of relating (Warren, Huston, 
Egeland, Sroufe, 1997). Under such circumstances, early attachment patterns are 
likely to be re-enacted in the therapeutic relationship (Adshead, 1998). It is therefore 
important that clinicians are provided with supervision, in which they are given space 
to reflect on the attachment dynamics in the therapeutic relationship and to recognise 
the influence of their own attachment experiences on the relationship (Pistole & 
Watkins, 1995).
The development of metacognitive skills during adolescence enables young 
people to become more self-reflective, thus creating an opportunity for therapeutic 
interventions to make a significant impact (Holmbeck et al., 2000; Weisz & Hawley, 
2002). This cognitive capacity may lead to revision and re-integration of IWMs, 
reducing the likelihood that insecure attachment patterns are repeated in subsequent 
relationships (Feeney & Noller, 1996). The stories told by young people in the 
current research suggest that young people could benefit from being offered 
interventions that focus on the attachment dynamics in their relationships, such as 
ANT (Dallos & Vetere, 2009); helping them to recognise and use the social support 
available to them, thus increasing the likelihood of change to their IWMs (Dozier, 
Stevenson, Lee & Velligan, 1991). However, using attachment-informed 
interventions in clinical practice may require specific training for the MDT.
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Facilitating growth-fostering relationships in hospital to develop 
interpersonal skills and relational resilience.
Young people’s stories in the present research stressed the importance of
peer relationships during their admission. Existing research has recommended that 
supportive relationships within the hospital are maximised to meet young people’s 
psychological needs (Colton & Pistrang, 2004). Interventions that address 
interpersonal skills and relationships may therefore be indicated (La Greca & 
Prinstein, 1999). The therapeutic aspects of groups and ward milieu are likely to be 
integral in creating a facilitative environment that promotes the development of 
interpersonal skills, interpersonal problem-solving and the formation of supportive 
relationships (Almond, 1974).
Implications for the integration of attachment, systemic and narrative 
approaches.
The ANT integration of attachment, narrative and systemic approaches 
provided the conceptual framework for this research, and integration of these three 
models was applied to all stages of the research process (Dallos, 2006., Dallos & 
Vetere, 2009). ANT was used to inform the research topic, particularly the emphasis 
on exploring the content, function and implications of participant’s narratives about 
their attachment relationships, with consideration of how attachment strategies may 
have influenced the construction of their narrative. I developed a novel research 
methodology that directly integrated the three models to explore my research 
question. Specifically, I used OSing to facilitate narrative interviews about 
participant’s attachment narratives and then interpreted the research data using NA, 
systemic theory and attachment principles.
ANT was designed to provide a conceptual framework to guide mental 
health professionals clinical practice (Dallos, 2006., Dallos & Vetere, 2009). This 
study has contributed to the development of the ANT model by demonstrating how 
these theoretical concepts and therapeutic approaches can be applied to qualitative 
research. Specifically, when research has been developed within an integrative 
theoretical framework, an appropriate research method can be designed to explore 
and evaluate all parts of the model with appreciation of how the component parts 
have been integrated (i.e. how attachment shapes narratives, how narratives are 
shaped and shared by systems, and how systems shape attachment). Research
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methods can therefore synthesise various clinical and research approaches from 
the component theoretical models and apply them to research so as to holistically 
study the integrative theory underpinning the research topic. The results from the 
present study further support the work being undertaken by Dallos (2006) and Dallos 
& Vetere (2009) to integrate attachment, systemic and narrative approaches. Through 
integrating these approaches it was possible to gain a rich and multifaceted 
appreciation of the complex and diverse relationships experienced by young people 
during a significant period of change and disruption. Young people were invited to 
talk about any person who they perceived to be an attachment figure. This had not 
been explored in previous research with adolescent inpatients. In doing so, this 
research opened up thinking about multi-systemic networks, taking attachment 
dynamics beyond the family, to peers, professionals and non-parental adults. This is 
important because attachment relationships are thought to diversify during 
adolescence (Mayseless, 2005). Consequently, this research was sensitive to how 
attachment narratives, and therefore attachment strategies, may be formed and 
shaped in the context of extra-familial relationships.
Reflections on the Research Process 
Narrative analysis.
NA and narrative therapy share the social constructionist epistemology,
which argues that dominant discourses are constructed in the dynamic process of 
conversation, and influenced by culture and distribution of power (Dallos & Draper,
2010). Narrative therapies aim to bring about change through opening up ‘alternative 
stories’ about the self and others that are less problems-saturated, thus allowing for 
talk of strength, competency or exceptions to the problem (Dickerson, 2013., Harper 
& Spellman, 2013).
NA is an umbrella term that refers to a range of methods that aim to 
understand the role of stories in making sense of experience and function of stories 
as a social action (Esin, 2011). The richness of the analysis reflects the case-centred 
nature of the method, the multiple and rigorous levels of analysis and flexibility of 
the method to analyse and triangulate many modes of storytelling (Riessman, 2008). 
However, the challenge of narrative research is to convince participants that you are 
interested in their story, particularly when individuals stories have been subjugated
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by more dominant perspectives (Hadley, 2013., Murray, 2008). Given that certain 
types of narrative are understood to be privileged by certain people in specific 
contexts, a particular strength of NA is that it does not assume transparency in the 
data (Riessman, 2008). Rather this approach adopts a strong critical awareness of the 
factors shaping the narrative and the credibility of the analysis hinges on 
demonstrating these factors to the reader (Riessman, 2008).
Field research.
Ideally participants would have been interviewed over several meetings, to 
enable a stronger relationship to form, a more detailed story to be elicited, and the 
process of relationship change to be charted over the course of their admission. 
However, I could only recruit participants once they were well enough to participate 
and therefore ready for discharge, creating a small window in which to recruit and 
interview the participants. It would not have been feasible to interview young people 
after they had been discharged since they were admitted from a large geographical 
area. Despite the numerous challenges of field research it was beneficial to study 
with a clinical sample in the context of their admission because this enabled a 
clinically relevant topic to be examined.
Working with disclosures.
In planning this research I did not anticipate that young people would make 
significant disclosures, perhaps due to my assumptions about young people being 
less willing to talk openly. I therefore spent more time preparing for how I would 
protect confidentiality than breach it. However, whilst I was collecting data it was 
necessary to breach confidentiality following a number of disclosures. In 
supervision, I explored the factors which may have facilitated disclosures, such as 
my position as a researcher who was not part of the institution and the influence of 
my therapeutic skills on my interview style.
As a field researcher, I was not privy to any clinical information about the 
participant beyond that which I obtained during the interview. It was therefore 
impossible for me to know if the disclosures made during the interview were already 
known by the clinical team unless I breached confidentiality. Consequently, my 
threshold for breaching confidentiality was possibly lower than it might have been in 
a clinical context. My experience as a clinician helped me to be reflective about the
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ethical issues involved in managing disclosures and to respond according to policy. 
Supervision was also vital in the process of undertaking ethically sensitive research 
(Scerri, Abela & Vetere, 2012), providing a space to reflect on my emotional 
reactions and to connect with the service regarding the procedures they were 
undertaking in response to disclosures.
Weaknesses of the Research
It was only possible to meet with young people once due to service 
restrictions and the availability of young people. Consequently, decisions were made 
about how best to use the time, however, in hindsight these decisions resulted in gaps 
in the research. Unfortunately it was not possible to explore in depth the early 
experiences of young people and consequently significant information about their 
experiences of separation and the impact this had on their early life was missing from 
the data. Exploration of this may have helped to build a better understanding of how 
loss came to be a significant narrative theme. Likewise, the research did not explore 
participant’s hopes for their relationships. OS lends itself to measuring relationships 
in the past, present and future (Dallos & Draper, 2010). However, future-oriented 
OSs were not incorporated into the research. Exploring the future is also common 
practice in narrative therapy (White, 2007) and applying this in a research context 
may have enabled a more satisfactory and containing closure to young people’s 
narratives.
To analyse process within the interview I applied the discourse markers 
from the AAI (Dallos & Vetere, 2009; Hesse, 2008) but I did not formally administer 
the interview because this assessment tool requires training. It is therefore important 
that the attachment strategies identified within the process analysis are interpreted 
with caution.
The research was also limited by the lack of diversity within the sample. 
Specifically, participants were recruited from one hospital, only one young man was 
represented and there was minimal cultural diversity. Consequently, the experiences 
of young people and the themes that arose in the data may not be representative of a 
more diverse sample. Many acute psychiatric hospitals were contacted about the 
research but given the current economic climate it seemed that service priorities did 
not emphasise research. With regard to the gender imbalance, it seemed that young
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men were generally admitted to psychiatric hospital with diagnosed psychosis and 
therefore did not meet the inclusion criteria for the research. Furthermore, young 
men may be more likely to go into the criminal justice system and may therefore be 
better recruited through young offenders’ institutes. The lack of cultural diversity is 
likely to reflect the areas in England that young people were admitted from, in line 
with commissioning arrangements. As a result of the lack of diversity within the 
sample it seemed that it would be premature to develop a model from this research.
Strengths of the Research
Case study methods enable detailed and rich analysis that captures 
continuity and contradiction within participants’ accounts (Flyvbjerg, 2006). This 
research generated particularly rich results, through the use of multiple analytic 
lenses to deepen the level of interpretation (Esin, 2011). Moreover, undertaking a 
process analysis encouraged critical reflection on the factors that might have 
influenced the construction and interpretation of participants’ narratives, 
strengthening the rigor of the results.
Using OS in research appears to have been a novel approach. This research 
demonstrates that creatively drawing on clinical techniques can inform and develop 
research methods. In my experience, OS helped to engage the young person, 
promoted emotion within the interview and facilitated young people’s descriptions of 
their support network and the quality of their relationships.
Implications for future research
Through taking account of relationships before a hospital admission it was 
possible to contextualise young people’s relationships during their admission, which 
had been overlooked in previous research. However, it would be interesting to extend 
the present research by exploring the stories of family and friends who had been 
supporting the young person during the transition into psychiatric hospital. This may 
identify further implications for policy and interventions with the network around the 
young person.
Qualitative research exploring experience of inpatient admissions has often 
excluded non-English speaking participants and people with learning disabilities 
largely due to issues with consent and communication. However, one might 
anticipate these young people would experience a higher level of distress and
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difficulty as a result of being separated from their community and with forming new 
relationships on the ward. Consequently, it seems important that research explores 
the experiences of more diverse young people admitted to psychiatric hospitals.
Utilising action research (Reason, 2006) or an ethnographic methodology 
(Reeves, Kuper & Hodges, 2008) may be beneficial for future research, helping the 
organisation to feel less scrutinised. These approaches are undertaken by a researcher 
who is embedded in the organisation, and aim to get inside the experience through 
direct involvement in the setting that being researched. Action research is a 
developmental process of inquiry, which allows practice to be changed based on 
emerging outcomes whilst the research is still on-going (Reason, 2006). 
Consequently, service development and evaluation evolve naturally during the 
research process, which is useful for clinical research.
Adolescence is a period of profound transformation in attachment-related 
beliefs, behaviours and emotions, yet research sparse and lacking in conceptual and 
empirical clarity regarding the definition of adolescent attachment and the qualities 
of attachment relationships (Allen, 2008). The present research has to some extent 
begun to address the gap in the literature regarding the quality of attachment 
relationships for adolescent inpatients and has highlighted the complex organisation 
and nature these relationships. However, further research is required and should 
endeavour to contextualise attachment within developmental processes. The 
developmental maturational model (Crittenden, 1997) has encouraged a more 
developmental perspective on attachment across the lifespan. However, its emphasis 
on classifying attachment means that it overlooks the complex array of relationships 
and the potential for unique attachment dynamics within these relationships 
(Bakermans-Kranenburg & Van IJzendoom, 2009). Moreover, research needs to be 
more sensitive to the process of change as the attachment system grows to 
accommodate the young person’s expanding social network and their role in 
providing emotional support to others.
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Conclusion
The present research has highlighted the complexity of adolescent inpatients’ 
relationships preceding and during their admission through a series of case studies. 
Attachment and systemic theories have been used to make sense of the difficulty 
young people experienced in the context of their close interpersonal relationships, 
including experiences of loss, breakdown in relationships and the experience of 
positive relationships with their family and other inpatients since their admission. 
Understanding young people’s relationships has implications for policy and practice 
in hospital services and community CAMHSs. However, further research is required 
to explore the experiences of a more diverse sample before a model can be generated 
from the findings.
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Introduction
Confidentiality- sta ff (not to report back to the ward what is discussed) and YP 
Don 7 have to answer and can stop at any point
This interview is about hearing your experience of being supported and cared 
for. I have some questions but they are just to guide us if we get stuck. I really 
want to hear what you have to say about your relationships with people who 
have supported and cared for you. It would be helpful if you could give as much 
detail as possible.
Tell me your story about the support you were getting before coming into 
hospital?
o Who was supporting and caring for you before you got admitted to 
hospital, whilst you were still living a t ...? 
o What happened when you were frightened or upset? What helped 
you?
[CONSTRUCT OBJECT SCULPT] There are no right or wrong ways of doing 
this, it is about how you would like to show your relationships.
Explore object sculpt:
Choice of button
Meaning of distance/positioning
Description of relationships
HOSPITAL ADMISSION
• What was it like for you leaving home to come into hospital? How did you 
feel about being admitted?
How did the people in your object sculpt respond to your hospital admission? 
Does everyone shown here know about your hospital admission? (If not, why 
not?) What did you tell them?
• Why do you think you got admitted to hospital?
Tell me your story about the support that you were getting since being in 
hospital?
Who is supporting/caring for you? Now that you are in hospital, how 
do people support you? (When you were upset what happened? Can you give 
an example?)
[CONSTRUCT OBJECT SCULPT]
Explore object sculpt:
Choice of button
Meaning of distance/positioning
Description of relationships
Closing:
• How have you found this interview?
• How do you feel having spoken about your relationships like this?
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Hi'
Participant: Lucy 
Jo Taylor
U*cOU2, " t)
r
\ry\fzxet en ctodtSX ,
Duration: 42 minutes 
Date:
JT: But we are thinking about when you needed 
them. Back when you were in [names first 
hospital]. Did they care for you?
cu>
Lucy: Sometimes.
JT: W hat kind o f things did they do that felt like 
they were being caring and supportive?
Lucy: Taking us out place and stuff like that.
JT: So it was quite im portant for you to  be able to  
get out o f the hospital.
3 ^  Lucy: Yeah [yawning],
JT: How did you let people know that you needed 
support?
Lucy: I don't have a clue.
JT: You don't know, [noticing how drowsy Lucy 
looks] Do you w ant another glass o f water?
Lucy: No.
JT: Umm... Let me just have a think. Can you tell 
me a bit about why you ended up coming into 
hospital?
Lucy: It started like, I was in the community and I 
was self-harming and drinking alcohol and that. 
And then umm, I got put in a welfare secure unit 
then I got kicked out o f that one and got put into 
another welfare secure unit, then I started self- 
harming so I had to  go to hospital.
JT: Uh huh, and tell me did the drinking and self- 
harming affect your relationships with your family 
and friends?
Lucy: A bit. Yeah.
JT: How did it affect them?
i X X ‘Z ands,ressed' a"d^ vrere
JT: And did that affect the way they felt about you 
or the way they spoke to you?
53-v-oJ-c.o^ s
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Participant: Lucy 
Jo Taylor
Duration: 42 minutes 
Date:
Lucy: No.
• JT: It didn't make things tense at home?
t^ Q . '
Lucy: It did when I lived at home, but when I was 
in hospital and coming home for visits they were 
fine.
JT: Okay.
■Ù'X'cUrC^jVA AVC-^ d
<^cwëpaS4( T) .
(7eooc£,SyZ
cxcVi nrvt-fVL.
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#
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JT: Uh huh, and then what happened?
Lucy: I can't remember. I was acuphased so I can't 
remember.
tAcre- vmpCX.C*' vxlVsEJ-v 
V \ i / O V J  Q j L  V s O tY V f i - .  4 K o J ~ v
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Lucy: And now I am home with them  every day 
now, they are fine with me now.
JT: W hy do you think they were okay when you 
were in hospital and just coming home for visits?
Lucy: [Yawning] because the last tim e that I was 
sat home... sorry... the last tim e I was at home I 
was being good and every tim e I was coming 
home for visits I was doing well so it fe lt better. I 
am home every day now so they feel better 
completely now.
JT: Okay. Brilliant. Thank you. Shall we, umm, start 
to think about coming from [names first hospital] 
to coming here. You mentioned that you... did you 
,c2vP say you kicked off?
Lucy: Yeah.
JT: And that is what led you to be transferred 
here. How did you feel about coming to  another 
hospital?
Lucy: W ell a bit drugged up so I d idn't really know  
what was going on.
JT: Did they tell you you were coming here?
Lucy: No.
JT: Okay, so what happened?
Lucy: They just woke me up and told me "you are 
going".
\<Yl d u j r u v g
-tWftrtÇcrt. beJfttr v^Wiirx rvAiv^ 
orx Uuavc •
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T
Participant: Lucy 
Jo Taylor
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Duration: 42 minutes 
Date:
JT: Oh, you said. And what was the first thing that 
you remember about being here?
Lucy: [Yawning] Extra care.
JT: Oh, you were in extra care.
Lucy: Yeah.
/"JT: Okay, so, umm, did all the people on here 
[referring to the object sculpt] know that you 
were coming in here?
Lucy: No into... I don't know actually. I acutally 
don't know.
JT: Did everyone know that you were in [the first 
hospital]?
Lucy: I think so I am not sure.
JT: Okay, that's fine.
Lucy: Sorry. I am really drowsy.
JT: I know. I can tell. I am going to try to speed it 
up, but do you mind if we do the second bit.
Lucy: Yeah.
JT: I w on't keep you much longer. So now if I move 
this one over here. Can you do another one for 
now that you are in hospital. Put a button on 
there for you first. [Lucy selects a button and puts 
it on the sculpt]. Your button is different? Does 
that mean that you have changed?
Lucy: I am different here. Not when I am at home.
JT: Oaky. So what does that button say about you 
when you are here?
Lucy: Not now. But when I am here I feel small, | 
lonely, I feel like I have nothing and feel that my r  
family have been taken away from  me. I feel like | 
my life is over.
JT: mmm. So that is what that button shows. W hat 
is it about being here that makes you feel that 
way?
\
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Participant: Lucy 
Jo Taylor
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Duration: 42 minutes 
Date:
Lucy: The way they trea t you. Just the way they 
trea t you and how they deal with things. Just 
being here away from my family and that.
JT: Are you further away from  your family here 
that you were at [first hospital]?
Lucy: Yeah.
JT: W ho else needs to go on here, now that you 
are in hospital?
Lucy: my friend.
JT: Oh, yeah. You mentioned her before.
Lucy: She can have a sparkly button. She likes 
sparkly things like me.
JT: So this is a friend. On the ward. And she is 
really close [referring to  the distance between 
Lucy's button and the friends button]. Is that what 
th a t means?
Lucy: Yeah. I am close to my friends to .
JT: W hat is she like?
Lucy: Umm , she is always there for me. She is 
always giving me good advice and every tim e I am 
upset, she will always be the first person to come 
and see m e when I am upset. W e'll do things 
together, like we do our hair and make-up, we  
dress up, like girl mates do. Like best friends do. 
Like, we will watch TV together. Just do nice things 
together and support each other while we are in 
here.
JT: If  you were upset w hat would she do?
Lucy: Just come and talk to me and make me feel 
better. I don 't know, but it works.
JT: How would she make you feel better? W hat 
would she need to  do?
Lucy: I don't know.
JT: W h at is the secret to  making you feel better?
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Interview 2: Kirstin 
Date: 13th August 2012
K: ok.
I: Are you happy with that?
K: Yeah.
I: These are the people who were around before 
you came into hospital,
Duration:
140 K:Yeah.
I: So now can we have a bit o f a chat about the 
support you were getting. I am interested in your 
experience. W hat was the support like, that you 
were getting before coming into hospital?
145 K: [pause].
I: So w hat were these people doing? Maybe... let's 
start with your dad. W hat was your relationship 
like with you dad?
K: Ok sometimes.
I: So sometimes he was supporting you and 
helpful?
K: He tried to like support me and help and stuff 
but fw ouldn 't really let him.
I: Ok. So how did he try and help you? W hat did he
K: He would try... he would be like "are you ok?" 
and I would be like "yeah I'm  fine". And he woüld 
keep asking if I am o k j
I: So he was Interested. And you would say your 
fine when you w eren't fine?
rW-
k3..
161 K: Yeah.
I: W hat made it hard to say to your dad that you 
are not fine?
K: I don't like talking to  my fam ily and stuff. 
I: Is there a reason for that?
K: No. I don't know. Not really.
I: So you dad tried to listen ...
-Mo <
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Interview 2: Kirstin 
Date: 13th August 2012
Duration:
X
168 K: Yeah.
169 I: and check up on you and see if you were ok. Did
170 he do anything else?
171 K: No.
172 I: so how would you describe your relationship
173 with your dad? You said it is OK sometimes?
\ 174 K: Up and down.
I: When were the ups, the good bits?
K: When I was like feeling ok. Then the downs 
were like when I was in a bad mood and he would
just annoy me. Like asking me questions and I was ^
'iÎL^oaway.
I: So sometimes him asking you questions wasn't 
helpful?
K: No. Because I knew I wouldn't tell him.
I: Did he keep going, keep asking?
K: Yeah.
I: Sounds annoying. So you lived with you dad. Just 
you?
187 K: Yeah.
188 I: How about your relationship with^fnow djb you
189 want to talk about next?
190 K: My sister.
I: Tell me about your relationship with your sister. 
What was that like?
K: It's mostly good but sometimes when she Is in a 
bad mood, she is just like, it cannot be good.
I: so you weren't living with you sister, how much 
did you see her?
K: I saw her quiet often because she only lived 
down the road.
199 I: And how was she there for you?
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Interview 2: Kirstin 
Date: 13lh August 2012
Duration:
K: She was like there if I wanted to talk to her and 
she would like try and help but I didn't really let 
her. ~
203 I: So it was hard to talk to her to.
204 K: Yeah.
205 I: Same reason... cos she is family?
206 K: Yeah.
207 I: You said she you said she would try and help
208 you, have you got any examples o f when she
209 would try and help you but it didn't work?
210 K: She would just start trying, being like "you can
211 talk to me if you want to", but often I didn't want
212 to so I didn't.
213 I: And when you were w ith her and you think she
214 got the idea that something was up and she asked
215 you if you wanted to talk, and you didn't, did she
216 then do anything else?
217 K>W^JI she was before she was like asking me why
218 y  dint \lzant to talk to her and like why I don't open
219 up-to my dad or her.
220 I: W hat was that like?
221 K: W ell it w as awkward cos obviously I don't want
222 to  tell her why I don't want to talk to family.
et
I: Could you tell me the reason?
K: Umm... [shakes her head].
I: No. Ok. I get the sense that a lot o f people in 
your support network were family.
I 227 K: Yeah, they all tried to but I wouldn't let them .
228 I: It must have been really hard. And how about
229 your brother-in-law?
230 K: The same as my sister and my dad.
231 I: So wanted to be there for you and tried to make
232 himself available.
A o
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Interview 2: Kirstin 
Date: 13th August 2012
Duration:
233 K: Yeah.
234
235
236  
1 3 7 '  
238
I: W hat was your relationship like with him? Did 
you see as much of him as you did your sister?
K: Yeah.
^  239
241
242
243
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252
253
254
I: How would you describe your relationship?
K: I don’t  know. Okay.
I: and CAMHS are on there. W hat was your 
relationship like with CAMHS?
K: Up and down. They used to annoy me. They 
would try and help and I would let them more 
than I would let my family.
I: So you were able to t alk to them and te ll them  
how they can help you. How did CAMHS help you?
K: I don’t know.
I: How did they try and help: It might not have 
been helpful.
K: Try and talk to me about how I was feeling and 
stuff.
I: So a lot of people were trying to get you to talk. 
K: Yeah.
I: Did anyone distract you and say "let’s go off and 
do something" or...?
C ^H d. ^  ■
(Y vxe. vrv
255 K: Not really.
I 256  
1257
I: Have you got any ideas about how those people 
could have supported you more than they did?
<x
I 258 K: No.
KeA-p
dope- cxA^-rxL 
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I: Did you have a sense at the tim e what you 
wanted from them . Did you want them  to stop 
asking?
K: I just wanted them to leave me alone and like 
let me get along with things how I wanted to do it.
|  264 I: How did you want to be able to cope?
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Date: 13th August 2012 
265 K: By myself.
Interview 2: Kirstin Duration:
fV/cxdcxrvCÆL- cç
<<7 5yjH | SM'CUdoA .
266 I: W hat would you have done to cope?
267 K: I don't know.
268 I: Its really interesting what you are saying. That
269 you wanted time on your own, you thought that
270 would be helpful. That you wanted to be able to
271 do things your way. And I am guessing that, at the
272 tim e, you didn't think that talking about it would
273 be very helpful.
274 K: No.
275 I: But you were able to talk a bit w ith CAMHS
276 because they w eren't your family. W ho were you
277 seeing in CAMHS? cAVvj^t* L i^ ^ f < = r r c x z - x *
278 K: I don't know.
279 I: Like Psychiatrists, Psychologists.
280 K: Yeah, I don't know what they were.
281 I: Did you have lots of CAMHS professionals or just
282 one or two familiar faces?
283 K: Two different ones.
284 I: Two different ones. And did they stay with you
285 the whole time?
I 286 K: No, they did like change cos people left so I
] 287 have had different people.
288 I: So you w eren't working with them both at the
289 same time. You were working with one then
290 moved on to the other. Is that right?
291 K:Yeah.
292 I: Ok. How was it going to CAMHS? K t K c ^
| 293 K: I didn't really like it cos they would like ask )
i 294 questions and I would like have to tell them stuff, /
295 you know, like how I didn't want to... but I still 4 %  -(kS. j o p t c ,
i 296 went.
297 I: And how long were you seeing CAMHS?
J
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Harriet
Interviewer: JT Date: 6.3.13
SV\£xreC& <?_* per » c
A  c
( C.^v'.r.A ' f
HHH: Tilly has just been through similar stuff as o p e / r n c r .
j w e ^' umm' j ust by being, being like, acting normal ocv ,
/v) ! as if we are just here as a holiday kind of thing, it 
j  just takes your mind o ff things and relaxes you a 
bit more instead o f waiting for what is to come.
JT: She sounds quite fun.
HHH: She is. She is really fun.
JT: I am kind of imagining her being really silly.
HHH: [laugh] She is. Really mischievous as well.
JT: But perhaps if you are having a hard tim e, that 
can distract you from thinking negatively.
HHH: Shall I pick another button.
JT: Yeah.
HHH: Tom. Friend from outside.
JT: So this friend from outside wasn't on this one.
Tell me about that.
HHH: So, basically when I w ent on leave I got in 
contact with him again on Facebook. I was like, he 
was like "ay up" you know talking to me, he was 
like "are you alright" and I was like "you know 
what has happened right" and he was like "yeah".
He is not bothered about it. He doesn't think it is 
weird or anything, which I thought everyone 
would. He says "I just hope you get better soon 
really". He goes "you were my best friend". I'd 
have never thought he'd say that. I'd have never 
thought he thought o f me as his best friend. So he 
has been really nice to me. I have got his number 
and I still keep in contact with him. He has been 
really supporting, like helping, trying to help me to 
get better by just knowing that there is still some 
people out there who want to  be friends with me.
JT: cos I guess ultimately you are going to be out 
of here someday. And orange button?
HHH: Yeah cos he Is quite bright, big button, he is 
quite close to me as well.
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Harriet
Interviewer: JT Date: 6.3.13
JT: just looking at how you are starting to put 
these buttons down you are really enclosed in a 
network of people.
HHH: Yeah.
C.ei-vkxi.oe.e) kiy Sv>f=jOererx"C-fVs..>Or- v;
s'-.e. 'S fc3-rcu:j
C<7Kc.rf...orA
JT: Is that kind of how is feels or am I making that 
up?
HHH: Yeah it does, like everyone is more around 
me, more supporting than they were. Like they did 
there but not as much as they do now, and there  
is more people, different people.
JT: Okay, was there someone else you wanted 
to...?
HHH: Yeah one last person. Umm, hum, I like this 
button it is cool, even though it is supposed to be 
that way, I like it that way. Umm, dad.
JT: Okay, so tell me about that button choice, cos 
you just said that it is "cool". Is your dad cool?
HHH: Yeah my dad's cool. He is a good dad. I know 
he is trying. He is trying his hardest. Ha, it is funny 
I asked him w hat he wanted for his birthday and 
he says "I have got it", I says "what?" and he said 
"youI" [laugh].
JT: Argh, that's really nice.
HHH: Yeah. Really sweet. Yeah. I know he loves 
me and he has been really trying. He has been 
trying to, since I was 12 when he went away he, 
since I have been 12 he has come into my life and 
he has been trying his best to  get to know me 
again and taking me out, letting me stay at his 
house. He has been a good friend as well. I could 
definitely say he is a good friend as well as my 
dad.
JT: How is you dad supporting you?
HHH: He'd let me stay at his house if I needed 
him, he'd come and pick me up, he has always 
said that, if I needed money or clothes or 
anything, or even just someone to  talk to. He
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Harriet
Interviewer: JT Date: 6.3.13
always said "if you ever need someone to talk to 
just come and talk to me, we can just chat" so I 
know he is there for me.
| £er <v> fxixoUbcnsk.^ )
JT: It Is a really Interesting button. It Is shiny and 
metallic. Obviously you already said that you 
picked it because it Is a cool button but k there 
anything else about that button?
HHH: Umm, I don't know It just looks really nice, it 
looks good. Like it Is really shiny and stuff. So It 
reminds me of something new and mine and my 
dads relationship, yeah even though yeah from 
being 12, but It Is still kind of new and being built 
on. So...
JT: It sounds like your relationship with your dad Is 
growing in a good way.
HHH: yeah definitely.
JT : And you have put him in a similar position to 
your mum.
HHH: Yeah he is like, even though I sometimes 
find It hard whether to trust my dad but he Is 
close to me, but I still keep him at that distance 
just In case because I don't want to get hurt again.
JT: and they are close together do they still get 
on?
HHH: No I just put him close to my mum because 
that is how I felt about my mum as well.
JT : Yeah. It makes sense. How does it feel looking 
at that?
HHH: Feels about right. It feels good. Yeah.
JT: Can you tell me any stories about, since you 
have been in hospital, times where you have 
needed someone and somebody has stepped up 
and taken care of you and given you support.
HHH: Umm, well plenty of times really, when I 
have been down, whether it's to do with me and 
Elisa and I have been really upset, and well this 
one time I argued with her and I didn't want to be
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p /  Harriet
Interviewer: JT
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Date: 6.3.13
on [names ward] I wanted to get away from her so 
I when upstairs to [names ward], and one o f the 
girls there called Siobhan, she really supported me 
even though I wanted to do lots of stuff she was 
like "Harriet you have got to kind of move on, you 
are up here w ith us and we will help you move on, 
we are like a family up here". So I got some good 
support.
JT: Is it like a family on the ward?
HHH: Yeah you could say that. On [names ward] 
not so much because it is where the new  
admissions come on, but on [names ward] it is 
people you have know so you are all pretty close. 
So it is like a family up there.
JT : You w on't let someone do something to 
themselves.
HHH: W e do that to  each other, if we think 
something is going to happen we stay with them  
and make sure they don't do anything. So they 
don't lose their leave, and so they don't hurt 
themselves.
JT: That sounds nice and I wonder if it is an 
experience that feels familiar to you.
HHH: Yeah I have done it before and had friends 
do it to me. I have seen friends do it before and I 
have helped them.
JT: is that new to your admission or was it 
happening before in the community?
HHH: Yeah in the community I'd say it happened. 
If I saw my friends upset I have always been there 
to support them and they have m e. The same in 
hospital as well.
JT: Great. So who would you say you go to the  
most or would you say that you go to  people for 
different kinds of things.
HHH: Umm, I think I go to different people for 
different things, like if it was maybe to just have a 
good heart-to-heart chat and have maybe some
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Appendix 
4 AAI discourse markers
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Discourse markers adapted from Dados & Vetere (2009) and Hesse (2008)
Dismissive/Avoidant
• Stilted, formal and cognitive style to narrating, absence of feeling -
deactivating strategy
• Failure to use the first person in sentences pertaining to the self
• Use of distancing pronouns
• Minimisation of negative experiences -  deactivating strategy
• Minimisation of attachment experiences and emphasis of self-reliance -
deactivating strategy
• Lack of content or impaired memory for events -  deactivating strategy
• Normalisation of affect and avoidance of discussing negative emotions -
deactivating strategy
• Telegraphic speech
Preoccupied
• Confusing and difficult to follow - incoherent
• Confusion of self - other and/or past - present
• Contradictory information
• Vagueness
• Intrusion of irrelevant information, long and embellished descriptions
• Using dialogue to explain events
• Failure to conclude sentences or finishing with vague expressions
• Stream of consciousness
• Excessive preoccupation with attachment experiences
Unresolved
• Breaks in the monitoring of reasoning when discussing traumatic events, such 
as loss, physical or sexual abuse.
• Momentarily talking about a dead person as if they are still physically alive
• Prolonged silence or dissociation
• Eulogistic speech
* The unresolved classification is based solely on discussion o f trauma, abuse or loss 
experiences. It is super-imposed on to one o f  the other three attachment
classifications.___________________________________________________________
Secure__________________________________________________________________
• Coherent and integrated narrative
• Minimal distortion of information
• Recognition of inconsistencies
• Evidence of reflective capacity/meta cognition__________________________
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Appendix
5 Narrative theme clustering from Mia’s individual case
analysis
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Appendix 
6 Full analysis for Paige
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Paige’s Story
Genogram and eco-maps depicting Paige’s family and support network.
Figure 1 Paige’s family genogram
Paige only recently regained 
contact w ith her mother.
Father Mother
Paige Brother
Live together in family home.
Close
D is tan t
Figure 2 Eco-map depicting Paige’s social support before her admission
Paige
School
Support
Friends
Brother
Arrows indicates the direction of support
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Figure 3 Eco-map depicting Paige’s social support network during her admission
M um
PaigeWard staff
COMMUNITYHOSPITAL
Friend
Arrows indicates the direction of support
A summary of Paige’s story.
The structure of Paige’s story is progressive with an optimistic tone, since 
her narrative describes how she established more emotionally supportive relationship 
with her network during her admission. Overall, her narrative is reminiscent of a 
coming o f age story, in which her personal maturation and increased knowledge of 
herself improved her access to social support.
Paige began her story before her admission, whilst she was living at home 
with her father and brother. She had a close relationship with her brother but not with 
her father. She and her brother were both in their early teens and they would “get into 
trouble” by “bunking off school” and “getting drunk”. However, her brother also 
noticed when she was “really upset” with her parents and responded by giving her “a 
hug” and telling her “funny stories”. This was the only reference to affection in her 
story.
Before her admission, Paige had two separate groups o f friends who 
supported her in very different ways. One group distracted her with “normal teenage 
things” like watching movies and going out. The other group, with whom Paige spent 
most of her time, would get drunk together. On several occasions, they were “all 
upset” and “really drunk”, which resulted in them “taking overdoses” together. Paige 
only identified one adult in her support network before her admission, a support 
worker named Katherine. It was often Katherine who found out that Paige had taken 
an overdose. Whilst they met every day at school, Paige could not recall being 
supported by Katherine when she had not put herself at risk.
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The turning point in Paige’s narrative was her admission to hospital. She 
was admitted because she “wasn’t safe at home” due to the overdoses that she had 
taken. Her memory of this time was unclear and she was not sure how she had felt 
about her admission. At the time of the interview Paige had been in hospital for two 
and a half years. Consequently, she no longer knew many of her friends in the 
community. However, Paige had formed supportive relationships with her mother, a 
friend on the ward and three members of ward staff during her admission. She was 
particularly close to the young person on the ward because she “understood what it is 
like". Paige would often approach this young person to talk rather than staff. Yet, 
Paige also recognised that hospital staff supported her by noticing when she was 
distressed and distracting her with an activity.
Paige had only maintained one relationship with someone from her support 
network before her admission, her friend Rhys. Her story about this relationship 
formed a sub-plot in her wider narrative, and was reminiscent of a forbidden love 
story in which love finally conquers all. Paige described how it had been challenging 
to maintain her relationship with Rhys during her admission because initially they 
were “not allowed to have contact” with each other. Rhys would phone the hospital 
pretending to be her father so that he could speak to her. However, over time they 
were allowed contact because they had “proven” that they were not going to harm 
themselves in each other’s company. Since stopping self-harming together they had 
become “closer” and were now “normal friends”.
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REFLECTION:
Contextualising the summary
Paige was due to be discharged the day after this interview so I was aware 
this was an emotional time for her. I previously knew Paige in a therapeutic capacity 
and knew that some of her relationships had been highly problematic in early life, I 
was therefore cautious around discussing these to avoid causing her distress at this 
sensitive time in her admission.
Ethical Dilemmas
Senior staff at the hospital were concerned that young people may discuss 
negative relationships with staff, which could reflect badly on the hospital’s 
reputation. This was my first interview and I was still grappling with how to manage 
this in the research. As such I felt constrained in the interview and did not explore 
negative relationships or stories of not being supported as much as I could have.
Since I previously knew Paige in a therapeutic context an ethical dilemma 
arose regarding asking her about her life story which I had come to know in therapy. 
I managed this dilemma by avoiding direct asking about aspects of her life and 
specific relationships that had come to my attention in therapy to keep the research 
separate.
Learning outcomes
In hindsight, I think I should have been more explicit with Paige before the 
interview about how to manage the aspects of her life story that I had come to know 
through therapy, agreeing the boundaries around our conversation together.
Is there a message in Paige’s story about her relationship with her 
support network?
Despite a generally optimistic tone, Paige’s story was characterised by 
themes of loss and starting afresh. It seemed that she was uncertain of her 
relationships with her support network before her admission, believing that she 
“didn’t matter” and that she did not know how people could support her. This 
suggests that Paige may not have learnt to access support from others or to have
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trusted others to meet her need for support. Her relationships became strained when 
she began to take overdoses as a way of coping with her difficulties, which suggest 
that Paige relied on deactivating strategies to cope with emotional arousal and 
attachment threat. However, this resulted in her becoming isolated apart from a small 
group of friends who also engaged in deliberate self-harm. This is likely to have 
confirmed her beliefs that she was not important.
Paige described that she had felt “closer” to people in her support network in
the community, but felt more supported since her admission. Paige found it difficult
to explain or make sense of this but it seemed that the people she was connected to 
during her admission were more understanding of her experiences and difficulties.
Narrative themes from Paige’s story
Comparing ‘closeness’ and ‘support’,
Paige seemed to use the amount of time that she spent with people 
as the criteria for determining closeness and the quality of relationships. In 
contrast, support seemed to be linked to others understanding her situation.
JT: What do you mean by close?
Paige: We are always together.
“I  didn’t really talk to them but they were still close. ”
“I  think they understand more. It is easier for them to understand.
They are more supportive really that the people before would have
been. ”
The importance of understanding
The sense of optimism and change within Paige’s narrative reflects a 
process of gaining insight. Paige commented that her admission had helped her to 
understand herself, and thus enabled her to help others to understand her.
“It is easier to talk to him now la m  in hospital. Now I
understand more. It is easier to explain to him I  
suppose. ”
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By virtue of her admission, Paige had also formed supportive relationships 
with people who understood her situation and difficulties, due to shared experience 
or professional knowledge.
“Cos we always talk to each other and I  think she understands
more than other people do. ”
“I  think they understand more. It is easier for them to understand.
They are more supportive really than the people 
before would have been. ”
Challenges to maintaining relationships
Paige spoke of the strain that taking overdoses had put her relationships 
under, but was vague about why it had such a negative impact on her relationships.
Paige: The more I  was ‘unsafe ’ the more we stopped talking.
JT: Why do you think that happened?
Paige: I  don’t think he could cope with it very well [pause] well
again.
Paige described that it had been difficult to remain in contact with her 
support network since her admission, because geographical distance and hospital 
rules prevented her from maintaining a relationship with her friends.
“Iwasn ’t allowed to keep in touch with the people that I  was close to really. Like you 
just physically can % because la m  so far way. ”
“You can Y go online and talk to anyone, which is annoying. You can Y really phone 
anyone unless they are on your contact list. And most people aren Y, like friends 
usually aren Y. So you can Y really talk to anyone. And you don Y go to college or
anything. ”
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Process analysis
This was my first interview and a chance to pilot my interview schedule. I 
was anxious to cover the interview topics efficiently and therefore tried to lead the 
conversation. Consequently, I was an active presence in the interview which may 
have stilted Paige’s narrative. I noticed that despite my use of open questions Paige 
often gave dry summaries as answers and at times stated that she could not 
remember. It seemed that her coherence particularly reduced when talking about her 
admission and she showed a lack of emotional engagement when talking about the 
loss of relationships. These discourse markers observed during this interview have 
been associated with deactivating attachment strategies (Hesse, 2008; Hallos, 2006). 
Consequently, Paige’s style of narrating could be understood in terms of her using 
deactivating strategies when her attachment system became activated during the 
interview.
JT: How do you think people fe lt about you being
‘unsafe ’?
Paige: I  don’t think [pause], to some o f them it didn’t
matter.
JT: Okay. Why don’t you think it mattered to them?
Paige: I  don’t know.
I noticed that Paige used institutional language within her story, for 
example, she referring to herself being “unsafe”. This prompted my curiosity about 
how the hospital context may shape young people’s narratives. For example, 
adolescent inpatients may learn to monitor what they disclose to influence decisions 
about their discharge. Consequently, Paige’s restricted style of narrating may have 
reflected dynamics beyond the interview. Likewise, her narrative of personal growth 
may have been informed by the dominant hospital narrative, that you need to change 
to be discharged.
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Analysis of the object sculpts (OS)
Image 1 Before admission OS( Image 2 During admission OS
See Appendix 11 for fu ll scale labelled OS
Choice o f  buttons.
In the OS representing her support network before her admission (Image 1), 
Paige chose a large plain black button to portray herself. Then in the OS representing 
her support network during her admission (Image 2), she chose a black button with 
gold flecks to portray herself. The change of button seems consistent with her 
narrative o f personal growth and change, as her button became more detailed.
Comparing her two OS, Paige showed a pattern of using the same selection of 
buttons but using them to represent different people. This may indicate new people 
replacing people that she had lost since her admission. In her OS before her 
admission (Image 1), the orange button was chosen for a support worker from school 
but was subsequently used to represent her friend on the ward. In her narrative, Paige 
explained that both of these individuals had been there for her to talk to. Likewise, 
the green button was used to represent her brother in the object sculpt before her 
admission but her brother was not included in her support network during her 
admission, and the green button was instead used to represent her best male friend. 
This young man had previously been portrayed using the the small dark blue button 
(Image 1). The change of his button seems consistent with her narrative which 
emphasised that they had grown closer.
In Image 2, Paige chose a clear button to represent her mother. Her narrative 
suggested there was something untangible about the support her mother provided 
her, which may have been conveyed in choosing this button.
6 Scale of object sculpts 1cm: 2.2cm
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Positioning of the buttons.
Comparison of the two OS shows that the buttons used to represent people 
in her support network in Image 1 are positioned close to her button (black) in 
comparison to Image 2. This would be consistent with her narrative about her 
relationship with her support network. The OS constructed to represent her support 
network before her admission suggests that Paige is on the edge of her network. 
However, the configuration of buttons to represent her support network during her 
admission (Image 2) suggests that her network had become more evenly distributed 
around her.
The positioning of buttons portraying her network during her admission 
(Image 2) seems to show a physcial separation between the buttons representing 
people in the hospital and the buttons representing people in the community. The 
people connected to the hospital (the orange, purple, blue and clear buttons) are 
clustered at the bottom of the sculpt, where as people in the community (the green 
and clear buttons) are clustered to the top right.
Conclusion -  What can mental health professionals learn from Paige’s
story?
Paige’s story highlights that seemingly dysfunctional friendships can change 
into something more helpful and constructive. This change came about against 
professional advice, which adds weight to the importance of professionals giving 
careful consideration to enabling young people to maintain their friendships during 
their admission, even if these relationships have been problematic in the past. In 
doing so, staff may have the opportunity to work with the young person to help them 
to understand dynamics in their relationship and prepare for managing interpersonal 
relationships when they are living back in the community. In addition, helping young 
people to remain connected to their support network in the community during their 
admission, may aid the transitions between the community and hospital.
After a two and a half year admission Paige’s support network was largely 
composed of people connected to the hospital. These relationships were supportive 
and could be seen as providing a secure base that enabled Paige to learn about herself 
and to experiment with relationships. Moreover, these supportive relationships 
allowed her to be open about herself and her support needs. However, with discharge 
approaching, these relationships were likely to be disrupted or come to an end. It
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therefore seems important that as part of discharge planning staff are aware of the 
composition of young people’s support networks during their admission. This may 
enable them to understand the extent to which young people will become 
disconnected or isolated as a result of their discharge, as this could impact on risk in 
the community and may motivate young people to gain re-admission.
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Appendix 
7 Full analysis for Kirstin
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Kirstin’s Story
Genogram and eco-maps depicting Kirstin’s family and support 
network
Figure 1 Kirstin’s family genogram
Mother disconnected  
from family.
Kirstin
Kirstin lived w ith her father
D istan t
Figure 2 Eco-map of Kirstin’s support network before her admission
CAMHS
O  O
Kirstin
F a th e r
FAMILY
& brothecân-law
A rrow s ind ica tes  t h e  d irec t ion  o f  s u p p o r t
Figure 3 Eco-map of Kirstin’s support network during her admission
K irs t in
Hospital
F a th e r
A rrow s in d ica tes  t h e  d irec t ion  o f  s u p p o r t
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A summary of Kirstin’s story
Kirstin’s story has a regressive structure, with a pessimistic tone. Generally, 
her narrative is the genre of a tragedy due to themes of loss and self-isolation.
Kirstin began her story a year ago whilst she was living at home with her 
father. She had stopped going to school because she was “so upset and didn’t want to 
be there”. Her father, sister and brother-in-law were trying to support her by 
encouraging her to talk. However, she “would not let them support” her because she 
believed that they would react with anger if she expressed herself. Consequently, she 
often withdrew from her family when they attempted to get her to talk and preferred 
to be left to cope alone in her “own ways”. She believed that her family had only 
persevered with her out of familial obligation.
Kirstin was seeing CAMHS prior to her admission and she would write 
notes to express her “feelings” and what she “wanted to do”. However, the CAMHS 
professional that she was seeing left the service. Kirstin was transferred to another 
professional, who she “didn’t like” because they did not have a relationship and she 
therefore stopped opening up. Kirstin did not want to disclose the reason for her 
admission but was clear that she “wanted to stay at home” with her family. Over the 
last year she had had three admissions to different psychiatric hospitals, returning 
home to live with her father between each admission.
At the time of this interview, Kirstin had been in hospital for 3 months. Her 
support network was now composed of her father and two members of staff. Kirstin 
explained that her father telephoned the ward on a regular basis to speak to her, but 
she continued to have difficulty talking to him. Sometimes she believed that her 
father had “given up” on her because he was “angry” that she needed another 
admission, then at other times she felt that “he [did] actually care”. During her 
current admission, Kirstin had lost contact with her sister and her brother-in-law, due 
to geographical distance and infrequent home leave. However, Kirstin expected that 
they would have “distanced themselves” regardless of her admission because of the 
impact of her not talking to them about her problems.
Kirstin was able to talk to the staff on the ward because they were not her 
family and were “not involved in the situation”. Kirstin described expecting people 
in her support network to reach a point where they were “not going to bother” with
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her. Consequently, it felt “weird” that the hospital staff had continued to be there for 
her.
REFLECTION:
Contextualising the summary
In the process of gaining consent and arranging the interview I had been 
warned by a number of people that Kirstin may not talk to me. During the interview, 
Kirstin declined to explain why she was admitted to hospital and frequently stated that 
people ask her to talk to them which she does not want to do. I sensed her reluctance 
to answer my questions throughout the interview. I was therefore hesitant to follow up 
her answers with probing questions or explore the gaps in her narrative.
Ethical Dilemmas
The senior staff at the hospital were concerned that the research would explore 
poor relationships and seemingly wanted to avoid young people’s disclosures about 
negative relationships with staff. However, for the purpose of the research poor 
relationships needed exploration. My first interview and this interview (my second 
interview) happened in quick succession, I therefore had not had the opportunity for 
supervision regarding how to manage the tensions between the requests of the research 
site and the requirements of research.
Learning Outcomes
I learnt from this interview, not to be so constrained by the interview schedule 
as this inhibited my curiosity and ability to follow the narrative of the participant. I 
also learnt that I needed to be more sensitive about what was not said, taking note of 
and possibly exploring the gaps in the narrative.
Is there a message in Kirstin’s story about her relationship with her 
support network?
Kirstin’s story was characterised by self-reliance and isolation. It seems that 
she was afraid that expressing her needs would result in rejection and so dismissed 
others. However, isolating herself from her significant attachment relationships had 
in turn resulted her being abandoned. Kirstin described that she preferred to access
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support from outside of her family and was more trustful of professionals. 
Consequently, professionals should not underestimate the importance of their role 
and their relationship. For Kirstin, her therapeutic relationship ended when her 
professional left the service and she struggled to form a new relationship when she 
was transferred, leading to a breakdown in her access to support.
Narrative themes from Kirstin’s story
Withdrawal and isolation.
Kirstin’s support network attempted to help her by asking her to talk to them. 
However, she seemed to be holding on to something that she did not want to tell 
others because she was fearful of their reactions. She therefore withdrew if 
encouraged to talk.
“It was awkward, cos obviously I  don Y want to tell her why I  don Y 
want to talk to the fam ily”
“my family might get angry at something I  say ”
Kirstin was gradually opening up to her CAMHS worker through writing 
notes but was often reluctant to hand them over because it would result in pressure to 
expand on the content of the notes in conversation. However, it seemed that writing 
notes enabled Kirstin to be in control of what she disclosed and was therefore the 
safest way for her to express herself.
“It was hard to give them the piece ofpaper ” ... “I  knew they 
would try and talk about it”
“The person that I  saw, she like left. I  didn Y really want to talk to 
anybody else. So, I  just didn Y really talk to them. ”
Abandonment and rejection.
Kirstin was fearful of talking to her family because she believed that they 
would react angrily to what she would say, leading them to reject her. However, she 
perceived that her determination not to talk resulted in her family abandoning her. 
She therefore expected significant people in her life to “give up” on her, reinforcing 
her belief that she should cope alone.
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“They were like “fine she doesn Y want to talk to us ”, so they gave
up. ”
“Sometimes Ijust fe lt like they were just doing it because they 
were family. So they were only doing it because they had to. ”
Self-reliance and isolation.
Kirstin stressed that she wanted to be left alone to cope in her own way and 
therefore did not let others support her. It seemed that when she was upset she would 
withdraw from her family rather than seeking comfort or support.
“They all tried to [referring to supporting her] but I  wouldn Y let
them. ”
“I  just wanted them to leave me alone and like let me get along 
with things how I  wanted to do it. ”
Process analysis
The content of Kirstin’s story is consistent with her using predominantly 
deactivating attachment strategies in her significant attachment relationships. 
Specifically, she described her intention to cope independently, dismissed others’ 
attempts to support her.
Kirstin’s engagement in the interview was characterised by guarded 
responses which stilted her narrative. During the interview I assumed that Kirstin’s 
guardedness was concealing something unspeakable, possibly a disclosure. Her 
avoidance talking was most evident in response to questions about the quality of 
relationships and examples of support from others. This could be interpreted as a 
deactivating strategy she used to regulate her emotions in response to distressing 
themes within her narrative. However, within the interview context she did 
acknowledge some painful emotions associated with loss. This may have been 
facilitated by the use of object sculpting in the interview, which has been 
recommended in therapy for promoting emotional expression (Dallos & Vetere, 
2009).
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JT: What made it hard to say to your dad that you were
not fine?
Kirstin: I  don’t like talking to my family and stuff.
JT: Is there a reason for that?
Kirstin: No. I  don’t know. Not really.
Since Kirstin did not naturally narrate her story I needed to lead the 
interview, taking time to build up to the more open and emotive questions. Kirstin’s 
restricted style of narrating her story resulted in me oscillating between a directive 
and tentative approach to interviewing. Asking questions seemed to result in Kirstin 
closing off and withdrawing, which seemed detrimental to the rapport we had built. I 
therefore worked hard to demonstrate that I was empathetic and respectful of 
Kirstin’s boundaries, but would sensitively return to areas in the interview that 
Kirstin had initially avoided.
Analysis of the object sculpts (OS)
Image 1 Before admission OS • ■ Image 2 During admission OS
:
m
* See Appendix 11 for fall scale labelled OS
Choice o f buttons.
Kirstin did not choose buttons to reflect specific qualities of people or 
relationships, perhaps because she found them difficult to describe.
Kirstin chose to represent herself with the large red button in both object 
sculpts. She selected a green button for the two professionals that she had been 
seeing in CAMHS before her admission (Image 1), which suggests that she did not
Scale of object sculpts 1cm : 2.7cm.
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percieve them as individuals. This would be consistent with her narrative because she 
was unable to identify details about them such as their professional role or name. 
Similarly, in her sculpt representing her support network during her admission 
(Image 2), Kirstin selected two black buttons to represent staff from the ward. Whilst 
they were given their own buttons, she chose identical buttons, which again 
suggested that these buttons were not chosen to represent the individual.
Positioning of the buttons.
The sculpt representing her support network before her admission (Image 1) 
shows her network spread around her and equally distanced from her. This is 
inconsistent with her narrative, in which she suggests that she accessed more support 
from her CAMHS team than her family.
In the sculpt representing her support network during her admission (Image 
2) Kirstin positioned her button closer to the ward staff than her father. This would 
be expected given her narrative, in which she explained that the ward staff had been 
a consistent source of support when others had abandoned her. Also, her sister and 
her brother-in-law are no longer included in her object sculpt, as she explained in her 
narrative.
Conclusion -  What can mental health professionals learn from Kirstin’s
story?
In her story Kirstin did not describe any peer relationships either in the 
community or on the ward. This is surprising given the tendency for adolescents to 
invest more in peer relationships. It has been suggested in the research that peer 
relationships are a protective factor against emotional and adjustment problems 
(Holmbeck et al., 2000). Kirstin may therefore have benefited from further 
assessment of the difficulties that she experienced in the context of peer relationships 
and therapy regarding forming and maintaining friendships. However, consistent 
with the research for adolescent development, Kirstin did prefer accessing support 
from non-parental adults, in her case mental health professionals (Sterrett et al., 
2011). It is therefore essential that staff do not underestimate the importance of their 
relationship with young people and take time to assess from whom young people 
access support. Given Kirstin’s attachment strategies and the importance of 
professionals in her support network, it may have been valuable if therapeutic
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relationships were ended with careful consideration of the meaning of that ending for 
Kirstin i.e. abandonment (Fedman & Dalai, 1998). Moreover, it may have been 
beneficial if any transition to a new therapist was facilitated with a lengthy period of 
joint working to aid the development of a new therapeutic relationship.
Kirstin believed that her family were angry and had given up on her due to 
her rejecting their support but then requiring several admissions. It seemed likely that 
her family would struggle to understand this and may have felt hopeless, angry and 
anxious under these circumstances. As such, they may have benefited from help to 
process this experience and space to think about how they could support Kirstin 
differently. This intervention could have been undertaken by community or hospital 
teams. In doing so it may have been helpful to undertake some family sessions to 
open up conversation about patterns of care-giving and care-receiving (Dallos & 
Vetere, 2009). The opportunity to explore these dynamics might have helped to 
minimise the likelihood that Kirstin had become disconnected from her family 
through increased understanding of each family member’s position and perspective.
Whilst Kirstin’s narrative suggested that she was predominantly using 
deactivating strategies, there were indications that she had not completely given up 
hope that her relationships could fulfil her needs for security and comfort. For 
example, she described relationships with professionals both in the community and 
on the ward, and expressed some feeling of anger and distress at loss of important 
relationships. Consequently, there was potential that therapeutic intervention could 
have enabled Kirstin to change her attachment strategies and to invest in 
interpersonal support. This could have been a valuable therapeutic endeavour 
because on-going reliance on distancing from interpersonal relationships would be 
likely to constrain her emotional intimacy in future relationships, thus limiting the 
opportunities for secure attachments (Kazan & Shaver, 1994b). Forming a secure 
therapeutic relationship is integral when working with attachment (Dallos & Vetere, 
2009). It is therefore essential that dependency on the therapist is not discouraged as 
this relationship may act as a secure base and safe haven, facilitating a new IWM that 
relationships are reliable, comforting and available in times of distress (Byng-Hall, 
1990, Kazan & Shaver, 1994a).
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Appendix 
8 Full analysis for Lucy
228
MAJOR RESEARCH PROJECT
Lucy’s Story
Genogram and eco-maps depicting Lucy’s family and support network
Figure 1 Lucy’s family genogram
Lucy has a large extended family 
on her mother's side.
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Figure 2 Eco-map of Lucy’s support network before her admission
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Figure 3 Eco-map of Lucy’s support network during her admission
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A summary of Lucy’s story
The overall structure of Lucy’s story is progressive with an optimistic tone. 
Lucy alluded to difficulties in her past and the challenges that she had faced during 
her admissions to contextualise how far she had come and the positive impact that 
her personal progress had had on her relationships with her family and friends. Her 
story could be likened to a Maturation story, which is underpinned by subjects of 
learning from mistakes and discovering what she values in life.
Lucy’s parents were divorced and she lived with her mother until she was 
taken into residential care. She had not lived at home since she was 14 years old. She 
had contact with her father but it was infrequent due to the geographical distance 
between where her mother and father lived. Lucy had a large extended family and 
felt they had always been there for her, giving her advice and involving her in family 
life. Whilst she loved both sides of her family equally, she felt closer to her mother’s 
side. She identified herself as “a family person” indicating how important family 
were to her identity.
Lucy’s friends had also been an important source of support, preventing her 
from drinking alcohol or taking drugs because they knew that she used them 
“dangerously”. Lucy often told her friends “private things”, which she could only
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sometimes tell her family. However, some of them would then tell her mother due to 
their concerns about her welfare.
Whilst living at home Lucy was self-harming, misusing alcohol and 
engaging in risky behaviour. She believed that she “could have died” as a result of 
the risks that she had taken. She explained that her behaviour had a significant 
impact on her family, who were “stressed and upset all the time”. Lucy had been in 
ten different placements over the last four years, including a “care home”, a “welfare 
secure unit” and two psychiatric “hospitals”.
Lucy had been admitted to an open hospital immediately before her current 
admission. Whilst there she was often “hyper”, which resulted in her being restrained 
and heavily sedated. Due to the medication she could remember very little of this 
admission. Lucy was aiming to be discharged home from the open ward. She had 
been “good for so long” to prove she was ready for discharge but they “wouldn’t let 
[her] go”. Having “had enough” of trying to no avail Lucy began to “kick o ff’ on the 
ward and was therefore transferred from the open unit after a four month admission. 
Lucy was heavily sedated during the transfer and therefore remembers very little. 
Upon arriving at the current hospital, she was admitted straight into extra-care.
During her current admission, Lucy had difficult relationships with staff, 
because they told her that she was “attention seeking” and self-harming for “fun and 
games”. Despite these tensions, Lucy liked to think she generally “got on” with 
hospital staff because she “does not like falling out”. At the time of the interview, 
Lucy was happy that she was frequently going on home leave and that her 
relationship with her family was stronger now that her behaviour had improved.
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REFLECTION:
Contextualising the summary
Lucy’s narrative was hard to follow. I may therefore have imposed more structure 
on her story than was present at the interview due to my need for a clear plot. Whilst 
talking about the past and her admissions to hospital Lucy became emotional, her 
coherence reduced and she was observed to introduce sub-stories about the present, 
which seemed to occur like intrusions. This may have been a strategy to manage negative 
affect that she otherwise appeared to struggle to contain.
During the interview I felt that I was being positioned as a juror in a court case, 
who needed to be convinced of Lucy’s cause. She was clearly angry about aspects of her 
treatment during her admissions, and positioned the hospital staff as being critical and 
punitive. She positioned herself as being responsible and safe, and therefore the victim of 
inhumane treatment. Moreover, there was a strong split between her denigrated view of 
hospital staff and her idealised view of her family and friends.
Ethical Dilemmas
Lucy disclosed that she felt she had been blackmailed into taking medication by 
hospital staff who made threats to prevent her going on home leave. She gave little 
context to this incident, but firmly asserted that she had grounds for taking legal action 
against the hospital. This disclosure was discussed with hospital staff as this may have 
been an abuse of power which required action to be taken by the hospital.
Learning Outcomes
Given the way that Lucy positioned herself and the hospital, I needed to be very 
cautious during the interview to validate her perspective but not collude with her 
positioning. If I had been seen to collude with her I may have encouraged the splitting 
and jeopardised my relationship with my research site.
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Is there a message in Lucy’s story about her relationship with her 
support network?
Lucy’s narrative suggested that she may have had an idealised perception of 
her relationship with her family, which she seemed to be unable to support with 
concrete examples. Lucy stated that only her friends and family would be able to 
provide her with the support that she needed. She was therefore ambivalent about her 
hospital admission since it had improved her mental health and behaviour, which in 
turn had improved her relationships, but it was also preventing her from being with 
her family.
Lucy seemed to be unable to identify times where she had been able to 
directly ask for help. Rather, she appeared to have consistently relied on using her 
behaviour to communicate her needs. For example, she described that people in her 
network “just came to [her]” if they saw her “crying or sitting in the comer”.
Narrative themes from Lucy’s story 
Impact of her admission.
Lucy expressed a range of negative beliefs about her admission, related to 
losing her freedom and her identity. Her negative beliefs were fuelled by being 
separated from family and her perception that she had been poorly treated by the 
hospital staff.
“When I  am here [hospital] I  feel small, lonely, I  feel like I  have 
nothing andfeel that my family have been taken away from me. I  
feel like my life is over. ”
Despite the aforementioned negative impact of her admissions, Lucy goes 
on to explain that she needed an admission because her behaviour was so risky, 
suggesting that she felt unsafe and uncontained. She recognised that her relationships 
with her family had improved as a result of the progress that she had made during her 
admission.
“Iflw a sn ’t locked up I  would probably be dead by now and my 
family would be really stressed and really upset. Now I  have been 
in hospital I  realise how much my family mean to me. ”
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“The last time I  was at home I  was being good and every time I  
was coming home for visits I  was doing well so it [family 
relationships] felt better. ”
Some of her friendships were negatively affected by her admission due to 
difficulty making contact with people in the community. Likewise, her relationship 
with her boyfriend ended due to difficulty seeing each other.
“We are human beings, why can’t we go on the internet and get in 
contact with our friends? ”
“He [boyfriend] was with me for about 8 months and then we split 
up because he thought it was hard not seeing me and that, because 
o f this place we split up. ... It is too far and I  wasn Y going home ”.
Power to restrict and control
In her previous admission, Lucy had been treated with strong sedatives to 
control her behaviour, which resulted in her being unconscious for three days. She 
reflected negatively on this as a method of controlling her behaviour. Lucy also 
spoke of how her behaviour was perceived by staff during her current admission and 
the critical language they used when talking to her about her behaviour.
“Every time I  got a little bit hyper they would put me on the floor 
and inject me with Acuphase. ”
“They used to call me... I  was doing it for “fun and games”, I ’m 
“attention seeking”, Em this and that. It hurt my feelings because, 
why would I  self-harm for the fun o f it? Because you are damaging 
yourself. For what?! Just for attention?!”
Support and attempts to create a safe environment by the hospital staff were 
described negatively. Lucy felt that rules regarding using the internet were overly 
restrictive and impinged her human rights. Furthermore, she perceived that such rules 
overlooked the learning that needed to happen to prepare young people to live in the 
community where they had full access to the internet.
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“We are human beings, why can Y we go on the internet and get in 
contact with our friends? ...W e are old enough to know how to use 
a computer and one day we are going to live in the community and 
have access to computers all the time ”
Lucy perceived that her care plans were decided upon to protect the hospital’s 
image rather than her needs. She reported that she was forced to take medication by 
blackmail, with threats to remove her leave. Lucy felt that the hospital did not have 
the right to enforce her medication in that way.
“They just want to do it to make them look good. They shouldn Y 
blackmail me though. They shouldn Y say to me that i f  I  don Y take it 
I  can Y go home, when I  don Y actually have to have that. It is not 
life threatening. It is not threatening my mental health. It is just a
prescription. ”
Gaining perspective.
At various points in her story, Lucy gave the impression that her admissions 
had given her a new perspective of her past and future. She is now aware of how 
close she came to dying due to the risks that she was taking and the impact this had 
on her family and friends. Her admission had also given her perspective on what was 
important in her life, particularly her relationships.
“I  could have died. I  don Y want to die. I  have got a life to live for, I  
have got everything to live for. ”
“Now I  have been in hospital I  realise how much my family mean 
to me. It has given me a break to think not to behave like that to my
family again ”
The nature of support.
Lucy described many characteristics of support. When she was using drugs 
and drinking alcohol, her friends supported her by stopping her and telling her off. 
She reflected that many of her friends and family have supported her by “talking to 
[her], getting [her] involved and things, giving [her] advice, and telling [her] what 
[she] should and shouldn’t do”. She appreciated that they were consistently there to 
support her in the same ways despite her admission.
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“Some o f them would have a go at me but that is only because they
care. ”
With her friend on the ward, Lucy valued them noticing her needs and giving 
her space to talk. She referred to mutual support in this relationship, which she did 
not in her other relationships.
“She is always there for me. She is always giving me good advice 
and every time la m  upset, she will be the first person to come and
see me. ”
“...do nice things together and support each other while we are in
here. ”
Process analysis
At the start of the interview Lucy had a disagreement with the member of 
ward staff who had escorted her from the ward. From witnessing this exchange, I 
noted that Lucy was determined to exert power over the situation. I felt that it would 
be easy to stir Lucy’s temper and to lose rapport with her, which I anticipated would 
result in her instantly deciding to withdraw from the research. However, I also 
expected that Lucy would value the collaborative stance I was taking in my interview 
as she seemed to desire control.
As mentioned previously, Lucy’s narrative lacked coherence. I felt confused 
listening to her story and I therefore often need to direct her narrative by orienting 
her in time. In analysing the transcript, I noticed that her coherence particularly 
reduced when discussing periods of separation from her family. Her responses 
became vague and were typically followed by a shift in her story to events in the 
present or future. When her responses shifted in time I acknowledged the new topic, 
reassured her that there would be time to discuss the present and then gently 
attempted to bring her back to where we had left off.
I interpreted Lucy’s description of support from her friends and family as an 
idealisation, since she was only able to offer very limited examples. Prior to her 
admission it seemed that Lucy may have used deactivating strategies, such as using 
drugs, to regulate her emotions and her attachment relationships. I also noted her pre­
occupation with themes about separation and re-union with her family. As such her
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separation from her family, when she was taken into care, may have been 
experienced as an attachment trauma.
Since her admission, Lucy appeared to have begun to use hyperactivating 
strategies, such as becoming “hyper”, exaggerating her emotional state to attract 
care. This would be supported by the discourse markers within her narrative, 
including vagueness and contradictions in content and inappropriate orientation in 
time. Her narrative also featured intrusions of irrelevant sub-plots and a tendency to 
use dialogue to explain events.
It is important to be aware that Lucy was using non-prescription drugs from 
her early adolescence, which may have impaired her memory for specific events. 
Likewise, she was also heavily medicated during some of her hospital admissions, 
with similar effect. Moreover, half-way into the interview Lucy’s medication began 
to make her drowsy, which further impeded her capacity to narrate her story and may 
account for the discourse markers observed during the interview.
Analysis of the object sculpts (OS)
Image 1 Before admission OS8
Image 2 During admission OS
* See Appendix 11 for fu ll scale labelled OS
8 Scale of object sculpts 1cm : 2.8cm
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Choice of buttons.
In the OS representing her relationships before her current admission 
(Image 1), Lucy chose the pink sparkly heart-shaped button to represent herself. She 
chose this because she liked it, describing how it “catches your eye and makes you 
want to look at it for ages”. However, she did not see this as a quality that she 
possessed. When it came to selecting buttons for her family, she chose a blue button 
for her father’s side of the family because it was a “boy colour” and a pink button for 
her mother’s side because it was a “girl colour”. She also chose to represent each 
side of her family with a single large button because she had “a big family” who 
were “all together”. She then chose two identical green buttons, one button to 
represent all her best friends and another to represent all her remaining friends. Lucy 
did not want to include any professionals in her OS. When asked about this she 
stated that she had “moved on from there now”. It therefore seems that Lucy did not 
grasp that she was supposed to be reflecting on how it felt in the past.
During her current admission (Image 2), Lucy chose two buttons to 
represent herself because she was “different” when she was at home on leave and 
when she was on the ward. She selected the small purple button to convey that she 
felt “small”, “lonely” and “curled up in a ball” in hospital. She then chose a large red 
sparkly heart-shaped button to symbolise that she felt “bright and happy” when she 
was at home.
Lucy chose a small pink sparkly heart-shaped button for her friend on the 
ward and a large red heart-shaped button for a professional from a previous 
admission that she has been in contact with (Image 2). She chose these buttons 
because they both “like sparkly things”. In Image 2, Lucy has chosen the same 
buttons to represent her mother’s side of the family and friends in the community as 
she did in Image 1, suggesting there has been no change in how she perceives them. 
Interestingly, her father’s side of the family were not included in her sculpt 
representing her relationships during her current admission (Image 2). Lucy did not 
think to include them and I did not think to ask her about this. Lucy also chose not to 
include any staff from the hospital in this representation of her support network 
because “one day when [she] leaves [she] will never be in contact with them again”.
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Positioning of the buttons.
In Image 1 it can be seen that Lucy placed her button “in the middle” 
between her mother’s and father’s sides of the family. She positioned herself closer 
to her mother’s side of the family reflecting that she felt closer to them. She also 
positioned herself closer to her best friends and her other friends, than her father’s 
side of the family. She reflected in her narrative that geographical distance meant she 
did not often see her father.
In Image 2, Lucy (as represented by two buttons in a vertical line) seems to 
have put buttons for people connected to hospital to the left of her button (the two 
sparkly heart-shaped buttons) and buttons for family and friends in the community to 
the right of her. This could be a reflection of the split between hospital and home that 
has been a running theme in her narrative.
Conclusion -  What can mental health professionals learn from Lucy’s
story?
From Lucy’s story, it seems that she needed professionals to attend to the 
stress that she experienced as a result of being separated from her family, which left 
her feeling that she “had nothing to live for”. Lucy reflected frequently and 
vehemently that the restrictions to contacting her friends and family were inhibiting 
her from maintaining connections with her support network in the community during 
her admission.
It seemed that Lucy did not form interim attachments to staff within the ward 
environment because of the power dynamics and because the staff would eventually 
leave her once she was discharged. She specifically discussed the negative impact of 
derogatory labels and being restrained and medicated, which seemed to create a 
power imbalance in her relationship with staff. It seems likely that Lucy’s behaviour 
would have been difficult to manage in the ward environment and would be likely to 
have strained staff, as it did her family. Clients like Lucy require staff to maintain 
firm boundaries, whilst also being cautious that they do not become punitive and 
oppressive in their practice. Lucy’s behaviour could be understood as a traumatic re­
enactment of her early attachment relationships (Van der Kolk, 1989), with 
projective identification influencing her perception of hospital staff as persecutory 
(Adshead, 1998). The use of labels like “attention-seeking” by professionals has been 
explained in the literature as a dismissal of patient’s dependency and neediness
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(Ashead, 1998). Failure to meet these dependency needs could be seen to activate the 
patient’s attachment system resulting in projecting anger or anxiety into staff 
(Bowlby, 1984). Professionals may become overwhelmed by the strong feelings 
evoked in counter-transference, leading to a breakdown in professionalism, including 
rigid enforcement of rules (Main, 1977).
Lucy also described losing hope when her good behaviour on the ward went 
unnoticed and her hopes for discharge were not realised. This suggests that Lucy 
could have benefited from more acknowledgements of her positive behaviour and her 
resilience, although it is possible that Lucy was more accustomed to negative 
attention. Consequently, she may have been unable to internalise the positive 
comments that were given to her.
It seemed from Lucy’s narrative that she lacked the capacity to mentalise 
the experience of others, hence her story was one-sided. Regardless of this, it was 
essential that her complaints about her treatment were reflected upon and discussed 
openly within the staff team. From discussion with my field supervisor it was agreed 
that power and implementation of boundaries would be discussed further with the 
team.
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Appendix 
9 Full analysis for Harriet
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H arriet’s Story
Genogram and eco-maps depicting H arriet’s family and support 
network
Figure 1 Harriet’s family genogram
Grandma Harriet w  as taken to live w ith her 
grandparents at age 2.
Nan
Harriet's father w as in prison 
and her mother was a teen 
parent.
Harriet has lived w ith all 
members of her extended family 
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Harriet
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Step-sibilings live with mother 
and new partner.
Figure 2 Eco-map of Harriet’s support network before her admission
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Figure 3 Eco-map of Harriet’s support network during her admission
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A summary of H arriet’s story
Harriet’s story has a progressive structure with an optimistic tone. Generally, 
her narrative is the genre of a Quest, in which she is trying to be part of a family who 
will love and accept her.
Harriet’s story began during her second year of life when she was separated 
from her mother and father, because her father was “in and out o f prison” and her 
mum “didn’t want [her]”. She lived with her maternal grandparents to prevent her 
from being taken into care. Harriet’s two younger brothers were subsequently 
removed from her mother and put in foster placements. Harriet treated her 
grandparents “badly” and believed that she had “[taken] for granted” what they had 
done for her. She thought that her family did not understand that she was “angry 
because of [her] parents leaving her”. Moreover, Harriet was sexually abused for 
several years by members of her family. She coped by “put[ting] walls up” and had 
never really spoken to her family about her problems.
Harriet later lived with her auntie, her auntie’s partner and their daughter. 
However, they “treated [her] badly”, by telling her that she was “unwanted” by her 
mother and calling her names. Harriet formed friendships with a “bad group” to 
avoid being bullied at school, and “put on a ‘not me’ disguise” to “fit in with 
everyone”. She also did whatever her friends told her to do, including taking drugs 
and stealing from her family. Harriet then became “depressed” and secretly took an
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overdose. She was unhappy with her relationships with her friends and was hinting to 
her family that she wanted to distance herself from them. Eventually, she was able to 
explicitly ask her best friend and his parents for help because she “knew they 
wouldn’t judge” her.
Harriet “grew up” with her best friend and she “valued him more than [her] 
family”. He and his family helped her through taking drugs and stealing by allowing 
her to stay at their house and getting her involved in new hobbies. She pushed her 
family away and joined his family, describing how his mother was “like a mother to 
[her]”. When, her best friend lost his grandfather and became low with grief, he and 
Harriet made a “pact” to commit suicide together. However, his parents found out 
and stopped them seeing each other. Harriet then took another overdose and was 
admitted to a psychiatric unit following presenting at A&E.
Her first psychiatric hospital admission lasted one week. She liked being in 
hospital because of the support she was receiving from staff, including learning 
techniques to manage deliberate self-harm. She also valued hearing about other 
inpatients’ experiences and came to realise that she was not alone. However, a young 
person was subsequently admitted to the ward who “said some things” to her and 
Harriet reacted aggressively. Despite protesting that she was not ready to leave and 
making threats that would take another overdose, Harriet was discharged following 
this incident. She refused to return to live with her auntie and therefore went to stay 
with her uncle and his partner. After just two weeks she took another overdose to get 
readmitted, because she “wanted to be away from everyone”, to feel “safe” and to get 
“help”.
At the time of the interview, Harriet had been in her second admission for 
six months and was positive about the changes she had made. Specifically, before her 
admission Harriet “felt small and vulnerable” but hospital had helped her to feel 
“stronger” and to be “more open about wanting support”. She had been working on 
building relationships with her mother and father and she now felt that she was part 
of her family. However, she had grown apart from her best friend, which she 
described as “losing part of [her] family”. Since her admission, she had been 
desperate to talk to him to clarify if they were still friends and to apologise for her 
part in their suicide pact, but could not due to hospital rules.
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Harriet had formed positive relationships with other young people on the 
ward and valued these mutually supportive friendships. She described having a 
romantic relationship with another young person, although she had been told by 
hospital staff that this relationship was not allowed whilst they were both in hospital. 
Harriet’s relationships with staff were more complex. She recognised that they were 
there to support her, but found it hard to form relationships since she would “never 
see them again” once she was discharged.
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REFLECTION:
Contextualising the summary
Harriet was very open about her experiences. It seemed that she enjoyed 
telling her story and found the interview process cathartic.
Ethical Dilemmas
In Harriet’s story she disclosed that she had been sexually abused. Since I 
did not know if hospital staff were aware of this, I discussed with Harriet that I 
needed to breach confidentiality; I then discussed her disclosure with the nurse in 
charge of the ward. Harriet also disclosed that she had a romantic relationship with 
another young woman on the ward. She explained that hospital staff were aware of 
this and had attempted to stop the relationship. I decided not to discuss Harriet’s 
relationship with this young person with hospital staff following the interview 
because there was no indication in her narrative that she or the other young woman 
were at risk. In addition, I did not want to pathologise or raise anxiety in the 
hospital system about what seemed to be developmentally appropriate romantic 
feelings.
Learning Outcomes
Managing disclosers as a field researcher, who is separate from the clinical 
team was a new experience for me. I noticed that being separate from the clinical 
team when disclosures arose was highly anxiety provoking, particularly because I 
was not privy to a client’s history or their presentation on the ward and therefore 
had no understanding of what was and was not known by the clinical team. 
Moreover, whilst I was familiar with the service policy, I was uncertain of how this 
would be applied in practice. This experience highlighted the importance of 
supervision during the research process.
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Is there a message in Harriet’s story about her relationship with her 
support network?
As a child Harriet was abandoned by her mother and father, and was put into 
the care of her maternal grandparents, resulting in feelings of anger towards her 
parents. She seemed to be preoccupied with abandonment and therefore had 
difficulty trusting others. Her difficulties with trust were then amplified by her 
alleged experience of abuse perpetrated by members of her family. Harriet described 
“putting walls up” as barriers to prevent her family getting emotionally close to her 
and stated that she did not tell her family what she had gone through or how she was 
feeling. She spoke of not feeling “safe” talking and indicated that she expected to be 
unheard, rejected and judged if she were to open up and seek emotional support.
Harriet longed to be accepted into a family and had not given up hope of 
finding secure relationships that would meet her attachment needs. Consequently, 
she seemed to be highly sensitive to the availability and responsiveness of people in 
her support network. In her story she positioned her friend’s parents as substitute 
parents who compensated for the absence of her biological parents and replaced her 
family. However, since her hospital admission Harriet had come to realise that she 
wanted relationships with her family and that that they could be capable of caring for 
her when she allowed them to. She had therefore begun to rebuild her relationships 
with her family.
Narrative themes from Harriet’s story
Consistency and availability of support
Harriet seemed to focus on the consistency and availability of people in her 
support network, and she clearly valued reliability in her relationships. Harriet 
explained that she was rarely able to directly ask for help and it was therefore 
important that significant others noticed her needs.
“when I  have needed help or been in trouble he has always been
there at my side. ”
“Someone noticing you it is like they actually care. ”
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Types of support
Harriet’s story described many types of support that she has accessed, for 
example, physical protection from harm, giving her somewhere to live, financial 
help, affection and listening. She described approaching different people in her 
support network for different types of support.
“for like serious problems and for problems that I  think my mum 
and dad would need to know I ’d go to my friend and his family. For 
problems like money, clothes or general things that I  needed it 
would be my own family. ”
“Fd tell my friends everything, cos they like, even i f  they didn’t 
fully understand they’d listen. ”
“He [uncle] has been really supportive, like he took me into his 
house, he didn’t need to but he knew I  needed to go somewhere. ”
In the context of the ward, young people were mutually supportive. She 
explained that the young people shared advice about coping and discussed their life 
experiences. It seemed that shared experience was powerful in helping Harriet to feel 
understood and less isolated.
“talking to the other girls and hearing their experiences and how 
they progressed. It helped me because we would support each 
other, where in the outside world with my normal friends they 
didn’t go through what I  had been through so they didn Y 
understand. ”
“I  used to think nobody is like me, nobody is going to have been 
through things like me, but you find  that so many people have and 
you can all help each other. ”
Barriers to accessing emotional support.
Harriet described a number of reasons why she found it difficult to be 
emotionally close to people in her support network. Foremost, she spoke about 
finding it difficult to trust others because she expected them to abandon her, which 
she connected to her personal history. Harriet was unable to talk openly about her
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difficulties or express her emotions to her family because she did not feel safe and 
expected them to judge her or react angrily.
“she [her mother] has been in and out o f  my life for years but now 
she has finally kind o f settled and now it’s my chance to maybe, 
kind ofget a relationship with her but I  am still finding hard to 
trust her, whether she might do the same again. ”
“It was that I  never really wanted to cry or talk about my 
emotions, especially at such a young age, so it didn’t feel right. I  
was scared o f  that, so I  just didn’t bother telling anyone. ”
“certain members in my family I  think well they might judge me ”
The rules and restrictions in hospital that prevented her from contacting her 
friends were identified as a further barrier to accessing emotional support from her 
network in the community.
“I  knew it would be a bit more difficult to keep in contact but I  
never knew that it would be this hard. ”
“I  just need to be able to speak to him, which I  haven’t been able to 
do since being in hospital. ”
Change.
Harriet reflected on a number of changes that had come about since her 
admission. She explained that she felt stronger and more sure of herself. This has 
helped her to be more assertive about asking for help directly rather than through her 
behaviour. Moreover, Harriet was more aware of what she wanted from her 
relationships and had begun to form relationships with her family that were based on 
emotional support.
“before it was just all about buying me stuff and making sure I  had 
everything, but now it is more emotional stuff and actually being a 
part o f my family, getting to know me more. ”
“I  definitely think l a m a  bit more open about wanting support 
now. More direct, like now instead o f  just showing signs I  would
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actually go up and say can I  talk to you for a bit or can I  have a 
one-to-one with you. ”
Process analysis
Despite her story highlighting her difficulties with accessing emotional 
support, I felt that Harriet was appealing to me to engage with her on an emotional 
level during the interview by using her vulnerability. I found it easy to form a strong 
relationship with her by validating her experiences and showing acceptance. 
Consequently, my interview style was more akin to therapy than a research 
interview, which may have facilitated the disclosures that Harriet made during the 
interview. As Harriet’s narrative developed and themes of personal change and 
strength came to the fore, I noticed that Harriet took a more active role in controlling 
the interview. She may therefore have been enacting within the interview how she 
was taking control over her life and who she wanted to be. It seemed that within her 
story she was positioning herself as the underdog who was determined to triumph 
over adversity.
From the content of Harriet’s story and the discourse markers within her 
narrative it seemed that Harriet used avoidant attachment strategies to regulate her 
affect and her relationship with her attachment figures. In her story she 
acknowledged that she knew her Nan loved her but she “never really felt it”, which 
suggests that she engaged with this experience cognitively but not emotionally. 
Moreover, she described being “scared” of her emotions and coped by using self- 
harm, substances and suicide attempts, which can all be understood as avoidant 
(deactivating) strategies for escaping distress. She also described “putting barriers” 
up to maintain emotional distance in her relationships. Reliance on avoidant 
attachment strategies would make sense given her early experience of being 
“abandoned” by her parents, which would be likely to have led her to believe that 
others could not be relied upon to provide her with security or meet her emotional 
needs for comfort and love. However, her story about her relationships with 
professionals suggests that she may use hyperactivating strategies in these 
relationships. In particular, intentionally using suicide attempts to gain re-admission. 
It seems that Harriet may therefore have learnt that the mental health system is more 
responsive to behaviour that exaggerates distress and risk.
250
MAJOR RESEARCH PROJECT
The discourse markers within her narrative also suggest that Harriet used 
deactivating strategies. Specifically, her discourse was characterised by a cognitive 
style of narrating that lacked detail and was focused on the facts of the event, with 
minimal reflection on the emotional implications of her experiences.
Analysis of the object sculpts (OS)
Image 1 Before admission OS
*
e
Image 2 During admission OS
eI
■ ■HI e■ B H b h h h h H I
* See Appendix 11 for fu ll scale labelled OS
Choice o f buttons.
In the OS representing Harriet’s support network before her admission 
(Image 1), Harriet selected a small purple button to portray herself. She chose this 
button because purple was her “favourite colour” but also to show that at this time 
she felt “small and vulnerable”. In contrast, Harriet chose to represent herself with a 
large yellow button in the OS for representing her support network during her 
admission (Image 2). Harriet explained that she chose this button because she feels 
“bright”, “a lot better in herself’ and “stronger” since being in hospital.
In the OS representing her support network before her admission (Image 1) 
Harriet chose a button that she really liked for her best friend (the blue and clear 
checked button) because she really liked him. She then chose buttons for his parents, 
a pink heart for his mum because she was “like a mum” and a clear for his dad 
because he was not very colourful. Harriet selected a pale green button for her 
Grandma because this was her favourite colour and a red “love heart” for her other 
Nan because she loved her. The remaining black button was chosen for her auntie
Scale of object sculpts 1cm : 2.2cm
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because it “hasn’t really got anything to it” and the gold button for her uncle because 
it reminded her of a “medal or gold star” which was befitting.
In the OS representing her support network since her admission (Image 2), 
several people on her sculpt were new relationships and she therefore largely 
selected different buttons than she had used in Image 1. She chose a larger green 
button for her Grandma, to signify how she had grown in importance in her life. She 
then chose the blue button for her best friend, because it is “mixed” and “complex” 
like their relationship now that she is in hospital. The orange button represents her 
new friend in the community and the pink button represents her friend on the ward; 
she chose “bright” buttons to reflect their personalities. In this sculpt she decided to 
include her mother and father. She chose a small purple button for her mother 
explaining that they were “starting off small” and a “shiny”, “new looking” button 
for her father because their relationship was new.
Positioning of the buttons.
In Image 1, Harriet grouped buttons for her friend’s family to the right of 
her button and her family to the left of her button. This seemed to be consistent with 
her narrative in which she described rejecting her family to be part of her friend’s 
family. As Harriet was constructing her OS for before her admission, her button 
initially was very exposed at the bottom of her OS. When we discussed this she 
explained that there was a gap in her support network, which her uncle later filled.
In Image 2, Harriet positioned the buttons to show that a number of people 
in her support network were “closer” to her and “more around [her]” her since her 
admission. This is consistent with her narrative about the change in her relationships.
Conclusion — What can mental health professionals learn from
Harriet’s story?
Harriet wanted to be emotionally close to people and to have a family but 
she expected to be abandoned and therefore found it hard to trust others to be there 
for her when she needed them. She therefore seemed to use dismissive strategies to 
regulate her distress and to manage her relationships, inhibiting her expression or 
emotion and need (Cassidy & Berlin, 1994). Therapeutic relationships underpin 
therapy (Martin et al., 2000) but Harriet’s difficulty with forming emotional 
relationships and her fear of abandonment seemed to have influenced her relationship 
with hospital staff. Specifically, she described not wanting to form relationships
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because she knew that it would end once she was discharged. Assessment that 
examined her attachment strategies may therefore be beneficial for staff, as this may 
help them to understand the barriers to forming therapeutic relationships and to 
address this as a treatment objective.
From Harriet’s story it seemed that she needed emotional distance and the 
security of an admission to take stock of her life and relationships. Perhaps the 
hospital environment and her relationships with other young people on the ward 
provided her with a secure base (Bowlby, 1973), enabling her to feel safe enough to 
explore her relationships with her family and to rebuild connections. It may therefore 
be beneficial in discharge planning to address how her relationships with family or 
professionals could provide her with a secure base in the community.
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Appendix 
10 Full analysis for Mia
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M ia’s Story
Genogram and eco-maps depicting Mia’s family and support network
Figure 1 Mia’s family genogram
Father i M others/A untie
Cousin
Mia
Mia lived with her Aunite and 
cousin before her admission.
—  /  
-E 3 -»
S e p a r a te d
Controlling
Hostile
Named family members indicate the people mentioned in M ia’s story.
Figure 2 Eco-map of Mia’s support network before her admission
BoyfriendFriend
Friend
Friend
Friend
CAMHS
W o rk e r Friend
Arrows indicates the direction o f support
Arrows with intersecting line indicate relationships that were supportive but became estranged 
before her admission
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Figure 3 Eco-map of Mia’s support network during her admission
Mia
Mia reported that nobody was supporting her since her admission.
A summary of Mia’s story
The structure of Mia’s story is regressive with a pessimistic tone. It could be 
likened to a Tragedy, in which Mia has sacrificed forming bonds with significant 
attachment figures because she expects the relationship to end in the future. She had 
experienced loss and the hurt that follows and was therefore protecting herself from 
further loss.
Mia was initially living at home with her mother and father. She had a 
couple of close friends and described feeling like she had “loads of support”. 
However, Mia began to self-harm because her mum was “horrible” and she “didn’t 
know how to tell people” about what she was going through. This marked a turning 
point in her narrative, as her friends “walked away” from her because they believed 
that she was self-harming for “attention”. Mia regretted self-harming because she 
believed that if  she had not started she would “still be with her friends”. At around 
this time she was open to CAMHS, and developed a close relationship with her 
CAMHS worker who she saw twice weekly and spoke to on the phone every day. 
Mia “trusted her with her life” and “told her stuff that [she] had not told anyone 
before”.
Mia had her first psychiatric hospital admission a year ago. She had been 
self-harming at school which resulted in her being sent to A&E, where she 
subsequently “fell out” with the on-call doctor resulting in her taking an overdose. 
She was then admitted to an open ward for eight weeks. After being discharged home 
she stopped eating leading to a further three week admission. Following this
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admission she was discharged to her auntie’s care, where she lived with her auntie 
and cousin. During this time Mia was attending college and was socialising with 
three friends who she had met during her previous admissions.
In her story Mia ordered her three friends in terms of their importance to 
her, explaining that her most important friend required her to “look after” her and 
“notice” her more than the others. Mia cared for their needs because “they completed 
[her] life” and she therefore did not want to “fall out with them”. She approached her 
least important friend to talk about her personal problems, because she was “scared” 
her more important friends would “walk away” if her problems “got too much for 
them”. Mia also had a “possessive” boyfriend who she had met at college, who 
always “looked after” her and wanted to be with her. However, she “talked down to 
him” because she was “more popular than him”.
Mia met up with two of her friends and her boyfriend “every day” to do 
“normal teenage” things like “go out, drink, get high, and have sex”. Her family 
didn’t “understand” this behaviour, leading to difficulties in her relationship with her 
auntie, with whom she was living at the time. Moreover, Mia continued to self-harm 
and “went to A&E ten times in a week”. She believed her auntie “kicked her out” 
because she “got bored” of taking her to hospital. Following this, Mia took another 
overdose at school and was once again admitted to hospital. This time she was 
discharged into care, which she did not like and so ran away, took another overdose 
and “jumped in front of a train”. She was arrested following this incident and was 
sectioned under the Mental Health Act, resulting in her current admission.
During her current admission, Mia had become very isolated. She had had 
no contact with her friends in the community so they were unaware that she was in 
hospital. Mia had also come to realise that she would be forced to stop seeing her 
CAMHS worker once she was an adult and planned to have no further contact with 
CAMHS because they would ultimately leave her. Likewise, Mia had not formed 
relationships with hospital staff and had limited friendships with other young people 
on the ward because she would not see them again after she was discharged. 
Moreover, Mia reflected on the hierarchical nature of staff-patient relationships 
within the hospital environment as a barrier to forming relationships.
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REFLECTION:
Contextualising the summary
Mia arrived at our pre-arranged interview but declined to be interviewed 
because she “needed to have a shower”. I thought that Mia might be asserting her 
power over the situation and sensed that she enjoyed the inconvenience she had 
created. However, she may also have been avoiding the interview to protect herself 
from the distress of recalling past experiences. I offered to reschedule but Mia was 
subsequently persuaded by staff to do the interview as we had planned. Whilst I 
felt relief that the interview could go ahead, I also thought I needed to reassure Mia 
that she would be empowered during the interview.
Ethical Dilemmas
I was not present during the discussion which led to Mia changing her mind 
about participating in the interview. I therefore felt slightly uncomfortable about 
how Mia might have been persuaded. At the start of the interview, I checked out 
with her that she was willing to participate and reminded her that she could 
withdraw at any time. Once we started there was no indication that Mia was 
meeting me under duress or that she wanted to withdraw.
Mia disclosed during the interview that she felt nobody was supporting her 
since her admission. Social isolation is a known risk factor for suicidal behaviour 
(Stoelb & Chiriboga, 1998), and given her history I wondered if staff knew that 
Mia was feeling this isolated and whether I had a duty to disclose this information. 
After careful consideration drawing on my research protocol and clinical 
judgement, I decided against immediately breaching confidentiality by reporting 
this to the nurse in charge of the ward. Rather, I planned to discuss this as a 
research finding with my supervisor, enabling her to decide whether to formally 
take this into the clinical arena. My decision about risk was informed by the 
absence of other indicators of suicide risk. Specifically, Mia had a high level of 
self-care, was engaged in activities that she enjoyed and had plans for the future. 
Moreover, I decided that the hospital environment provided a degree of 
environmental safety that reduced this as an immediate risk issue.
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Learning Outcomes
Throughout the interview I felt irritated with Mia and found it hard to build 
rapport with her. I was surprised given my clinical experiences that I was unable to 
maintain a curious and non-judgemental stance in response to her story and manner 
of interacting. My feelings towards her seemed to reflect my difficulty getting 
alongside her attitude and judgements which I perceived to be egocentric and 
degrading of others. I noted that this may have inhibited me from exploring aspects 
of Mia’s narrative that challenged my values, which was important to consider as a 
factor influencing the co-construction of her narrative.
Mia’s story of abandonment and loss would normally have provoked 
compassion in me; I was therefore curious about why I had found it so hard to 
empathise with her. At the time of this interview my personal life had raised my 
attachment anxiety and my sensitivity to rejection. I will discuss this further in the 
process analysis. This interview experience taught me the importance of self- 
awareness when working with attachment and the importance of recognising how 
my own attachment narrative could have influenced my interpretation of others’ 
stories about relationships. Perhaps in hindsight, I should have rescheduled this 
interview, but I did not entertain this at the time given the challenges of recruitment.
Is there a message in Mia’s story about her relationship with her
support network?
Mia appeared to hold an expectation that significant people in her life would 
“walk away” from her. Initially, Mia seemed to work hard to prioritise her friend’s 
needs and not to burden them with her problems. Mia also invested heavily in her 
relationship with her CAMHS worker, who seemed to become a significant 
attachment figure. However, a series of losses and separations seems to have 
resulted in Mia adopting a pattern of rejection of others before they leave her, as a 
way of protecting herself from feeling abandoned. Moreover, Mia was reluctant to 
form any new relationships because she anticipated them ending in the future. 
Consequently, Mia wanted to be self-reliant.
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Narrative Themes from Mia’s story
Factors contributing to separation.
Mia clearly expressed that she believed everyone in her life had left her. 
Her family had rejected her so she did not have a home and her friend’s family left 
her due to her self-harm. Mia therefore expects to be abandoned or rejected by 
important people in her life.
“Everyone in my life has always ended up walking away from me 
and I  just got really hurt. ”
“I  trusted her with my life, I  don’t like telling people stuff and 
trusting them, and they make a massive impact on my life and then just walk
away. ”
Mia also identified the impact of her hospital admission on her becoming 
disconnected from her peer relationships. Specifically, she had left her community 
without warning when she was admitted and was unable to explain to her friends 
where she had gone or why she was not going to be in contact with them. Mia stated 
that she did not know if she was still friends or whether she was still in a relationship 
with her boyfriend. Mia explained that the hospital had deemed her friends to be a 
bad influence because she was “too close to them” and had therefore forbidden her to 
contact them.
“Ijust keep disappearing out o f  the blue. ”
“she [friend] doesn’t even know I  am here, so I  don’t even know i f  
we are friends anymore. I t ’s really frustrating cos [the current 
hospital] won’t let me talk to them. ”
Coping with potential loss.
Within Mia’s story she described a number of strategies that she used to 
minimise the potential for abandonment or to minimise the emotional impact of the 
relationship ending. Mia took to making herself indispensable by attending 
attentively to the needs of others and being cautious not to burden them with her 
problems.
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“I  knew she was really important to me so I ’d just do everything I  could to make her 
happy, even i f  it meant upsetting myself. ”
She also prepared herself for potential loss by anticipating it. In these cases 
she typically rejected the person before she was rejected or abandoned. Moreover, 
she avoided forming relationships thinking that it would be easier for her to be alone 
and self-reliant.
“la m  just sort ofpreparing myself that they are not friends with
me. ”
“I  don’t need anyone I  don Y think, because like I  get upset when 
they leave so Ifind it easier not to get close to them, so I  don 7 like 
to need them. I  can do things on my own. ”
Hierarchical relationships.
Mia strongly believed that hospital staff thought they were experts and so 
she felt unheard. However, Mia’s values regarding power in relationships were 
unclear as her narrative contained contradictory messages. With regards to staff, Mia 
expressed that she believed everyone should be equal, however, in her personal 
relationships she ranked people in terms of their importance to her or their popularity 
relative to hers. Moreover, she seemed to use these ranks to permit her to “talk down 
to people” or to “not listen” when people were talking about their problems.
“I  just think that all people are on the same level. ”
“They [hospital staff] think they know everything, they think they 
know you, but they don 7. ”
“I  am more popular than him. So, I  just talk down to him. ”
Process analysis
The content of Mia’s narrative suggested that she was preoccupied with 
abandonment and rejection, although she rarely acknowledged the emotional impact 
of this. In response to her experiences of losing significant relationships she appeared 
to adopt ‘dismissive’ patterns of relating. She also used deactivating strategies, 
including self-harm and substance use, which are used to detach from emotions. In
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her story, Mia seemed to idealise her friends but lacked episodic examples of how 
they met her needs for comfort and support; rather she seemed to compulsively care 
for them and stressed her need to be self-reliant. In addition, she seemed to derogate 
her parents and other members of her family, referring to them as “horrible” but 
again failed to provide a story behind her perspective. Moreover, in the context of 
her admission she showed contempt for other young people.
Mia clearly positioned herself as someone who had been misunderstood or 
not listened to by many adults in her life, including her family and hospital staff. In 
accordance with a dismissive pattern of relating to significant others, Mia positioned 
herself as “normal” and independent. However, this may also reflect the 
developmental process of individuation, as Mia frequently referred to issues of 
identity, ‘rebellion’ against familial boundaries and expressed dissatisfaction that 
people were not willing to accept her “normal” teenage behaviour.
Generally, Mia’s narrative was coherent and easy to follow, although it 
seemed that her style of narrating changed when she was discussing relationships in 
the community and relationships on the ward. Specifically, when talking about her 
relationships in the community there was a suggestion that Mia was pre-occupied 
with being rejected and abandoned. She appeared to compulsively care for her 
friends as a way to ensure that they would not leave her but with her family and staff 
she seemed to hyperactivate requiring them to frequently take her to A&E or 
telephone her daily to contain her risk. It was observed that she used dialogue to 
describe events, failed to conclude her comments and spoke in the present tense 
when referring to events in her past. These discourse markers have been associated 
with hyperactivating strategies (Dalios, 2006; Hesse, 2008). Mia’s admission to 
hospital seemed to be a turning point in her narrative since her worst fears were 
realised when she lost her friendships. This could be understood as a significant 
attachment trauma that may have resulted in Mia changing her attachment strategies 
from hyperactivating to deactivating strategies.
During the interview I found it hard to connect emotionally with Mia and as 
a result I was rather distant and academic in my interview style. This is likely to have 
had a profound effect on Mia’s ability to narrate her story about relationships, 
particularly since the interview was likely to have activated her attachment system. 
Specifically, I was playing into Mia’s expectations about relationships as I was
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unavailable to her. On reflection, I believe this dynamic played out because my 
attachment system had been activated in light of my personal life. At the start o f the 
interview, when Mia refused to be interviewed it is likely that she may have been 
rejecting me before I could reject her and I was more sensitive to this than I normally 
would have been. I therefore shut off from her emotionally to protect myself. The 
impact of this on the co-construction of her narrative seems to be that I was less 
attuned to opportunities to explore emotion and Mia was likely to have not felt safe 
discussing her emotions. It could therefore be suggested that we were both 
constructing an avoidant narrative that was devoid of emotion.
Analysis of the object sculpts (OS)
Image 1 Before admission OS10 Image 2 During admission OS
* See Appendix 11 for fu ll scale labelled OS
Choice o f  buttons.
In the OS representing her relationships before her current admission 
(Image 1), Mia chose the large pink button to represent herself because pink was her 
“favourite colour”. The remaining buttons in the OS represent her CAMHS worker, 
her boyfriend and her three friends. The buttons were chosen at random and have no 
meaning for the people they represent. When asked about this Mia explained that 
“sometimes people don’t like playing with buttons at [her] age”. This could be 
understood as a need to assert herself as ‘grown up’. Alternatively, it may be that the 
sculpting task was emotionally arousing and therefore felt unsafe. Her comment 
about the task and her difficulty engaging with it may therefore have reflected a 
deactivating strategy that she was using to distance herself from the task.
10 Scale of object sculpts 1cm : 2.7cm
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In Image 2, Mia chose to only have a button for herself and selected the 
same large pink button. I explored whether she felt the same as before her admission, 
but she explained that she had once again chosen this button because she liked it. She 
explained that she had “no-one” supporting her since her admission. Mia chose not to 
include her friends because she was “scared that they won’t be [her] friend 
anymore”. Likewise, she explained that her family “annoy” her so she does not 
“bother with them anymore” and that young people and staff from the hospital would 
not be in her life once she was discharged and so she could not be bothered with 
them either.
Positioning of the buttons.
In Image 1 it can be seen that Mia placed her button “in the middle” of the 
buttons representing her support network. The semi-circle of buttons closest to her 
symbolise her friends and her boyfriend. They were positioned in order of 
importance to her, with the blue checked button at the bottom representing her 
closest friend who was most important, around to the small purple button at the top, 
representing her boyfriend, who was least important. It was interesting that Mia 
positioned her friends around her because her story suggests that she does not 
typically approach them for support. Mia chose the brown button to represent her 
CAMHS worker. She acknowledged that this button should have been positioned 
closer to her to reflect their relationship, but because this relationship was time- 
limited she was trying to get her CAMHS worker “completely out” of her support 
network. She therefore planned to edge the button ever further from her.
Conclusion -  What can mental health professionals learn from Mia’s
story?
People who engage in dismissive strategies in their attachment relationships 
have commonly experienced rejection and/or punishment when they have displayed 
their emotions (Cassidy & Berlin, 1994). They often hope for connection but also 
feel apprehensive and ambivalent about relationships because needing others brings 
to mind negative attachment experiences (Mikulincer & Shaver, 2008). Given her 
history, Mia was terrified of being hurt as a result of losing her significant attachment 
figures. Consequently, she avoided forming relationships to protect herself from 
further emotional pain. Whilst this approach to relating to others may have been
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adaptive in the past, it is likely that it will interfere in her future relationships by 
limiting her capacity to form secure attachments.
Mia clearly asserted that she would prefer to have a relationship with extra- 
familial adults but she was aware that her relationships with professionals were time- 
limited due to the remit of services. She therefore feared getting emotionally close to 
professionals because of the inevitable loss of their involvement. This was likely to 
have had implications for therapeutic work with Mia. Understanding this fear may 
have helped staff to make sense of the dynamics in a relationship with Mia and in 
planning therapeutic approaches that could support Mia to form a therapeutic 
relationship.
Since the therapeutic relationship underpins therapy and is strongly 
associated with positive outcome, it could be seen as a priority that Mia is supported 
to form a trusting therapeutic relationship (Martin et al., 2000). Showing validation 
of her emotions and experiences in the context of relationships, compassion, 
soothing, containment and allowing her to become dependent may all be important 
factors in supporting Mia to form a therapeutic relationship (Byng-Hall, 1990; Dallos 
& Vetere, 2009). It is also likely that Mia would have benefited from therapeutic 
work exploring her interpersonal relationships, specifically interventions that would 
encourage her to connect emotionally with her experiences. For example, helping 
Mia to connect with and express her dismissed feelings, to re-process the events 
underpinning the emotions and to emotionally relate to others. ANT recommends 
techniques such as sculpting, internalised other interviewing and enactment to 
promote emotional expression (Dallos & Vetere, 2009). Moreover, given Mia’s 
beliefs about endings she would likely benefit from staff being open to on-going 
contact with her post discharge (i.e. letter writing) to soften the ending and alleviate 
some of her attachment anxiety.
Mia may in future be discharged back to her community where she feels she 
no longer has a support network. Whilst her relationships with her friends appeared 
to have negative implications for her mental health, Mia may have benefited from 
interventions within the hospital that enabled her to understand the self-sacrifice that 
she was making to sustain her relationships. This intervention could have involved 
facilitating contact with her friends to improve her interpersonal knowledge and
265
MAJOR RESEARCH PROJECT
social skills. Such an intervention may have enabled her to engage in relationships 
differently once she was discharged.
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Appendix
11 Scale photographs of object sculpts
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Paige Object Sculpt- Before her Admission
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Kirstin Object Sculpt- Before her Admission
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Kirstin Object Sculpt- During her Admission
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Ryan Object Sculpt- During his Admission
.
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Lucy Object Sculpt- Before her Admission
274
MAJOR RESEARCH PROJECT
275
MAJOR RESEARCH PROJECT
Harriet Object Sculpt- Before her Admission
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Harriet Object Sculpt -  During her Admission 
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Mia Object Sculpt -  Before her Admission
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Mia Object Sculpt -  During her Admission
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12 Clustering of pooled narrative themes
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13 Credibility checks
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Comments from the independent auditor
/  read the transcript first and then the case analysis. I  fe lt that the analysis 
was very thorough- you picked up on lots o f  the issues that came to my mind when I  
was reading the transcript. I  did wonder how you were experiencing Mia during the 
interview and was not surprised to read in your process analysis that you found it 
difficult to build rapport. I  wondered i f  her ‘attack’ on ‘professionals’ towards the 
end o f  the interview was a way o f distancing herself from you- another professional 
who is going to leave her soon. She spoke o f  ‘pouring her heart out’ in the past to 
her CAMHS worker and finding this helpful, yet she resolutely would not go into the 
emotional side o f things with you in the interview.
I  liked the way you brought in your own attachment position when 
considering how M ia’s narrative was co-constructed. It helped to explain the 
avoidance o f  potentially painful material. I  did find  myself surprised that you had 
not followed up on certain things e.g. her “horrible ” mother... It was like she brought 
that up and it wasn’t taken up and explored in the interview. Perhaps she thinks that 
it would be too distressing for you to understand? Or any professional to really get 
to grips with? Perhaps as a researcher you were afraid to ‘push’ her too far in case 
she got scared and stopped talking completely or terminated the interview?
You draw attention to the contradictions in M ia’s story, such as when she 
talks about “being on a level” with people and then simultaneously positioning 
others as “freaks”. You relate this to typical development in adolescence in your 
analysis and that seemed really helpful for understanding where that comes from. By 
being contradictory in her manner, she is being a “normal” adolescent, which is 
exactly how she wants to be seen by others.
I  did wonder about the start o f  the interview... you seemed to dive straight 
into her being in hospital, therefore privileging experience as a “patient” over any 
other side o f  her identity... I  wonder whether i f  yo u ’d  started with some questions 
about other sides to her, she might have opened up more? The sculpting exercise 
seemed to help to structure her narrative along attachment terms but whenever it 
was referred to, she shut down a bit. That was interesting and I  thought it was really 
good that you explained this in terms o f  the exercise activating her attachment 
system- it seemed plausible and a useful interpretation.
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Notes from my discussion with the independent auditor
I agreed with the auditor’s observation that I had missed opportunities to 
open up Mia’s narrative, perhaps reflecting my avoidance of exploring realms of her 
experience that were likely to be distressing. I think dynamics in the interview may 
have explained this, in particular, the feeling of distance between us and the 
difficulty I experienced with reading Mia’s threshold for tolerating distress. She 
appeared emotionless and cold in the interview, but I feared that she may suddenly 
explode with emotion.
The independent auditor acknowledged that she has experience of using NA 
with much more sensitivity to the impact of culture and socio-political influences in 
shaping the story. I had paid less attention to this and focused more on the role of 
attachment in narrative construction. Her comment regarding “privileging” Mia’s 
identity as a patient was therefore very interesting. This may well have strongly 
influenced how Mia presented herself and her story. If there had been more time to 
interview Mia, I would definitely have liked to have explored her story and sense of 
identity predating her becoming a ‘patient’.
Themes from discussion of results with clinical team
The team agreed that the findings resonated with their experience of young 
people in the hospital and with their clinical practice. In particular they often use 
attachment theory to understand the dynamics in their therapeutic relationships with 
young people and in formulating young people’s difficulties.
They were challenged by the theme regarding loss of autonomy and 
recognised that they were grappling with the dilemma between disempowering 
young people to keep them safe and promoting independence and autonomy in line 
with healthy adolescent development. The team identified this as an area in which 
they would benefit from further discussion and reflection on their practice.
The team discussed on how saddening they found the themes regarding loss. 
They discussed the importance of ending therapeutic relationships with young people 
as part of discharge planning and referred to their experiences of young people 
“protesting” about leaving, “sabotaging” their admission and/or “rubbishing” the 
hospital. Young people were typically admitted for short periods and the team were 
aware of the impact this had on building relationships with young people. The team
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highlighted the importance of discharge planning and reflected on how they might 
facilitate ending and young people’s transitions to relationships with other 
professionals. For example, the team discussed bridging endings by allowing on­
going contact with the hospital staff after discharge or a period of joint working with 
CAMHS. However, it was acknowledged that resources are tight, particularly in 
community CAMHS teams.
Hospital staff members were aware of complex family dynamics and inter- 
generational attachment patterns within the families of young people in their care. 
However, given the distance between young people, community and the hospital it 
was not feasible to undertake comprehensive family therapy work during their 
admission. They agreed with the finding that admission typically repairs family 
relationships but felt that more intense family work needed to be undertaken in 
CAMHS to help young people and their families to sustain positive change in their 
relationships. However, they felt that there were significant gaps in provision for 
these families in certain localities.
The team reflected that since this research began they have been reviewing 
their policy and practice regarding young people’s access to social media. In the 
adult services of the hospital, patients were being encouraged to use Skype to contact 
family and friends and had found this to be beneficial. This was being considered for 
the adolescent services along with access to Facebook, although the team 
acknowledged the dilemma they faced in allowing young people to contact friends 
who also engaged in risky behaviour. The team reflected that they may need to help 
young people to recognise unhelpful dynamics in their friendships.
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